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£C-1, R M35/ 1995
Ce ot
CHARGE TO THE TASK FORCE ‘

Legislation (HB 2477) enacted by the Forty-fourth Legislature created a Mental
Health Task Force and directed it to review and make recommendations to improve the
current mental health system in a cost effective manner to include the following items:

1.

2,
3
4.
5

A.

B.

the following:

The existing Arizona state hospital and any new facility, including
requirements for the civil, forensic, juvenile and sexually violent persons populations.

Alternative housing for system members.

Expanded use of psychotropic medications.

Use of cost sharing between members in the system and the government.

Resolution of jurisdictional issues.

HEARINGS AND PRESENTATIONS

The Task Force has met on twelve separate occasions between August
18 and November 30, 1999 for a total of approximately thirty-six hours. The Task Force
has heard presentations at more than one Task Force meeting from the following:

1.
2.

6.
7.

Jack Silver, Chief Executive Officer, Arizona State Hospital

Ron Smith, Director of Division of Behavioral Health (BHS),
Department of Health Services (DHS)

Michael Franczak, Ph.D., Chief Bureau, Persons with Serious
Mental lliness, Division of Behavioral Health, Arizona Department
of Health Services

Wayne Hochstrasser, President/CEO, Triple R Behavioral Healith,
Inc.

Raymond L. Grey, C.I.S.W., Executive Director, Toby House, Inc.
Linda Glenn, Court Monitor, Amold v. Sarmn

Dr. Michael Zent, Chief Executive Officer, Value Options

The Task Force has heard presentations at one Task Force meeting from

1.
2.

Ann Ronan, Attorney for Plaintiff, Amold v. Sam

Dan Steffey, Program Coordinator, Mental Health Association of
Arizona, Tucson




Appendix J-3
Appendix J-4

Appendix K

Appendix L

Appendix M

Maricopa County Health Care Role

Maricopa County Answer to Task Force Questions
from Staff

Strategic Plan For Housing, August 2,m 1999
(Amold v. Sam) Approved by Trial Court

Supervisory Care Homes, Maricopa County -
Identification of Priority Homes Serving Class
Members, April 3, 1996 and Letter from Court
Monitor to Judge Bemard J. Dougherty

Complaint - Superior Court Maricopa County,
March 26, 1999, Estate of Marilyn Brower,
deceased, et. al v. State of Arizona, et. al, alleging
State’'s negligence in releasing Matt Brower,
deceased, from inpatient treatment due to shortage
of space and the subsequent killing of his mother,
Marilyn Brower
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Appendix F

Appendix G

Appendix H

Appendix |

Appendix J-1 -

Appendix J-2

in the HSRI Report

Statement on Psychotropic Medications by Dr.
Carol Lochart

ADHS/DBHS Co-Payment Policy for Services

Arizona State Hospital Proposal - November 9,
1999

Summary of Capital Development Proposal for
Arizona State Hospital

Arizona State Government Capitol Mall Master Plan
Amold v. Sarn - Presentation by Ron Smith, DBHS

Presentation by Anne Ronan, attorney for Plaintiffs
in Arnold v. Sarn - A Rewew of the History of Arnold
v. Samn

Maricopa County RBAA (Value Options) Case
Management and Housing

Housing for Individuals With Serious Mental liiness
- Presentation by Paul Harris, Department of
Commerce and Michael Franczak, DBHS

Arizona Service Capacity Planning Project (aka
“Leff Report and Gap Analysis”) by Human Services
Research Institute

Persons With Serious Mental liiness in Jails and
Prisons: A Review by H. Richard Lamb and Linda
E. Winburger, University of Southem California
School of Medicine

Statement by Supervisor Jan Brewer to Task Force,
September 21, 1999

White Paper by Maricopa County regarding
Funding Provided to SMI Population Within
Maricopa
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10.
11.
12.
13.
14.
15.
16.
17.

18.
19.
20,
21.

22.
23.

Michael Puthoff, President/Chief Executive Officer, The EXCEL
Group, Yuma

Gene Messer, Chief Operations Officer, Arizona State Hospital
(ASH)

Jan Brewer, Supervisor Maricopa County, Dr. Jack Potts, Judge
Mike Jones, Superior Court, Maricopa County

Alan Ecker, Legislative Liaison, Nancy Hughes, Deputy Director,
Dr. Pondolfino, Lead Psychiatrist at Florence, Eyeman Facility,
Department of Corrections

Donna Hamm, Middle Ground
Members of the public representing family members

Charles McCoy and Frank Schweller representing Mental Health
Advocates Coalition

Dr. Carol A. Lockhart, Health Systems Relations consultant

‘Susan Svitak, Maricopa County Correctional Health

Dr. Max Dine, representing himself

Kenneth Mounkes, Arizona State Hospital Advisory Boérd
Patricia Hamilton, representing herself.

Jowl DeVoskin, Consultant

John Wall, Director Central Arizoné Shelter Services

Victor Hudenko, State Homeless Coordinator, Department of
Economic Security

Russell Kolsrud, Attorney for Value Options
Paul Harris, Department of Commerce
Sharon Shore, CEO, Homes Inc.

Ted Williams, Former Director of Department of Health Services
and currently Director of Arizona Behavioral Health Services

Jack Beveridge, Pinal-Gila RBHA

Robert Teel, Assistant Director, General Services Division,
Department of Administration



24.

Tim Brand, General Manager, Building & Planning Services
Section, Department of Administration

25. Young B. Lee, Ph.D., representing himself
26. Kenneth Mounkes, representing himself
C. In addition to oral testimony, Task Force members have been furnished

hundreds of pages of documentary material relating to:

1.

The case of Amold v. Sam, including the pertinent provisions of the
Judgment, Orders, implementation Plan, Exit Agreement, Arizona
Service Capacity Planning Project aka the Gap Analysis or Leff
Report, and various appendices pertaining to -the aforesaid
documents and Orders including those pertaining to Housing,
Employment Services and Vocational and Rehabilitational Matters
which have been approved by the Court along with reports of the
Court Monitor with respect to supervisory care homes.

Performance Audits of the State Hospital and Division of
Behavioral Health by the State Auditor.

Proposed Plans for additions to the Arizona State Hospital by Mr.
Silver and ASH Advisory Board.

The ASH Sexually Violent Persons Long Term Housing Optlons
Team Report.

Descriptions and outlines of programs and housing facilities

operated by Triple R Foundation and Toby House for persons with

serious mental iliness in Maricopa County.

An Outline of the RBHA program operated by Value Options in
Maricopa County.

The ADHS/BHS FY 2001 Budget Request for Persons with Serious
Mental lliness (copy attached to this Report as Appendix A).

The Maricopa County program for persons with serious mental
illness including the County criminal justice program as it relates to
persons with serious mental iliness, together with the County's
response to written questions presented to the County by the Task

- Force Staff.

Numerous Research Papers and articles by Mental -Health
Authorities dealing with the delivery of services or failure to deliver
services to persons with severe mental illness including an article
by Dr. Lockhart on "The New Psychotropics" An Assessment of
Value and Cost in Arizona. (A summary of Dr. Lockhart's article



10.

was presented orally to the Task Force and a copy is attached to
this Report as Appendix C.)

A proposed Mental Health Services Delivery Program from the
State of Wisconsin entitled “PACT Model”,

11.  Descriptions of housing options provided by Maricopa
County providers Triple R Foundation and Toby House.

RECOMMENDTIONS TO IMPROVE THE CURRENT

MENTAL HEALTH SYSTEM IN A CosT EFFECTIVE MANNER

An effective mental health system is repeatedly defined by experts as one
involving a "continuum of care". A system that extends from initial diagnosis through
short term crisis treatment, hospitalization, medication, a residential treatment program
that includes housing, treatment, vocational and rehabilitation services and jail diversion

programs.

R ARIZONA STATE HOSPITAL — FINDINGS AND RECOMMENDATIONS

A. Location and Utilization of Facilities

1.

The 92 acres of land upon which the Arizona State Hospital is
situated was conveyed by Maricopa County to the Territory of
Arizona in 1885 for the specific purpose of operating a hospital for
people with mental illness.

In 1965 the Arizona Supreme Court held that the conveyance from
the County created a charitable trust with the beneficiaries being
the mentally ili of the State.

Any attempt to relocate the hospital facilities on other land or to
utilize the land for purposes other than a mental hospital would be
inconsistent with and a violation of the trust.

It is the judgment of the Task Force that utilization of the ASH iand
and facilities for the care and treatment of persons with serious
mental illness or who have been referred there from the criminal
justice system because they have been determined to be either (i)
guilty but insane; or (ii) mentally incompetent to stand trial are all
uses consistent with the terms of the charitable trust.

It is the judgment of the Task Force that the utilization of ASH
property and facilities by the Department of Corrections as a
receiving center for persons convicted of crimes is inconsistent with
the purpose of the charitable trust and should be terminated.




While the Task Force acknowledges that individuals civilly
committed to the Sexually Violent Persons (SVP) program have
some sort of personality or character disorder, the SVPs have not
been diagnosed with a type of serious mental illness that requires
the inpatient hospitalization and treatment normaily offered at ASH.
The presence of the SVP program at ASH seems more a reflection
of financial and programmatic expedience rather than a good fit
with the historical use and purpose of the ASH facility. The Task
Force does not take issue with the SVP program itself. It is the
judgment of the Task Force, however, that any housing of SVPs
should be clearly separate and distinct from the civilly committed
patients in accordance with the recommendations of Paragraph C
of this Report. :

B. Bed Capacity For Non-Forensic Patients at ASH

1.

It is the judgment of the Task Force that the hospitalization at ASH for
a non-forensic patient should be determined clinically on a case-by-
case basis and should not be limited by some pre-determined and
arbitrary cap that has no statutory support. The Task Force believes
that the 55 bed limit for non-forensic patients from Maricopa County in
Paragraph 10 of the Exit Criteria Order in Amold v. Sam is highly
inappropriate, and we urge the plaintiff and defendants to seek an
amendment deleting such provision from the Exit Criteria Order.

. The task of estimating what should be the approximate size of a civil or

non-forensic hospital is a policy matter to be determined by the
Executive Branch and Legislative Branch and subject to change from
time to time based upon population, the prevalence rate of seriously
mentally ill people in the population and the adequacy of community
residential treatment programs.

C. The long term housing of sexually violent persons (SVP)

1.

The Task Force recommends that the Department of Corrections
(DOC) occupancy of facilities at ASH be terminated at the earliest
opportunity, and that upon vacation of the Alhambra facility by DOC,
those facilities be made available and suitable for housing for the SVP
program. The Task Force further recommends that any long term
utilization on the east half of ASH property for SVPs should be
restricted in terms of the total number of SVPs that can be detained
and/or treated onsite. The Task- Force further recommends that —
following the adoption of an SVP-related census cap for the ASH
campus — such cap should be adhered to without exception.

. The Task Force has previously indicated its support for an‘

approximate 4 million dollar facility for SVPs adjacent to the existing
Cholla facility. This support was given because of the urgency of
immediate need and not as acceptable permanent housing for the
SVP program. Upon the termination of the DOC occupancy of

5



D.

Alhambra, the SVP occupancy of Cholla and adjacent facilities should
be vacated and transferred to Alhambra.

The Task Force believes that the west half of the 92 acre ASH facility
should be used exclusively for a civil hospital and facilities, including
any expansion,-and the east half should be used exclusively for the
forensic and SVP populations.

The ASH Proposal For A New Civil Hospital, An Adolescent Facility

And A Forensic Facility At The ASH location

1.

The Task Force supports the immediate construction of a new civil
facility to be located on the northwest portion of the property with-a
separate entrance on 24th Street.

The ASH proposal submitted to the Task Force on November 9, 1999

- calls for the construction of a new 200 bed facility and the renovation

of a 200 bed forensic facility to be commenced in 2000. A potential
additional 100 bed expansion of the civil facility and a potential 100
bed renovation for the forensic patients could commence, if necessary,
in 2003 to 2006. The cost of these facilities are estimated to be $64
million. The ASH proposal also envisions a cost of $12 million for
additional SVP facilities. The adequacy of this new civil facility and
expansion according to Mr. Jack Silver, CEO of ASH, is predicated
upon_the implementation of an adequate community residential
treatment program called for in the Judgment and Post-Appeal Orders
of Arnold v. Sarn. The ADHS-DBHS proposed 2001 Budget presented
to the Task Force, however, envisions a three year implementation
plan for that program. (See Appendix A and B for ASH propoesal)

Testimony presented to the Task Force by Value Options (Appendix A)
and Department of Commerce and Department of Health Services
(Appendix B) shows the following:

“The demand for housing for consumers
with serious mental iliness vastly exceeds the
supply. With the loss of HUD controls, current
resources are shrinking."

. Given the existing shortage of housing options, the potential loss of

HUD funding plus a projected three year implementation plan — with a
possible even longer implementation period — it is questionable

whether a proposed 200 bed capacity civil hospital meets the test of
adequacy.

The Task Force does not believe it is within its province to recommend
exact size, design or structure of a new facility, but it does believe that
any plan should allow for a new facility that would provide a capacity
significantly larger than 200 beds in the absence of some firm

6



E.

commitment or plan to effect a timely implementation of a Court
ordered adequate residential treatment program.

Financing a New Civil Hospital Fagility

1. The Task Force is aware that some portion of tobacco settlement
money is being considered as a source of funding for a new hospital.
The Task Force acknowledges that it was not a subject of its charge to
recommend how a new facility should be funded. Nevertheless, the
Task Force — most respectfully — requests that consideration be
given to the possible use of private funding as one option for the
construction of a new hospital facility.

2. Mr. Robert Teel and Mr. Tim Brand of the Department of
Administration presented to the Task Force, the Department's latest
thinking, and practice, in regard to office space for employees and the
relative costs between lease/purchase and State financed
construction. A long-term lease with the option to purchase, at any
time during, or on expiration of the lease, could present the State an
alternate funding measure that may be worthy of further consideration
in developing an adequate total mental health program. (See
Appendix C)

Il. ALTERNATIVE HOUSING FOR SYSTEM MEMBERS

A.

Findings

‘Article 10, Title 36 of Arizona Revised Statutes is entitled Community

Mental Health Residential Treatment System and covers A.R.S. § 36-550
through 550.08. The “Legislative Findings” and “Legislative Intent” found
in Article 10 state inter alia, as follows:

“1. There is a growing and vulnerable population of

chronically mentally ill persons for whom
hospitalization or institutionalization is not
appropriate.”

‘2. The existing mental heaith system does not
provide sufficient rehabilitative programs for these
people that would enable them to remain in the
community and function at their optimal level.”

“It is the Legislative intent to:

1. Provide a statewide system of residential service
and adequate treatment for the chronically mentally il




in the least restrictive alternative available and in
accordance with the client's needs.”

“4. Provide state funds to facilitate the development
of community residential treatment systems for the
chronically mentally ill at the county level.”

B. ARNOLD V. SARN

1.

The Trial Court - 1981

This suit was filed as a class action in 1981 to enforce the
provisions of the aforementioned Community Mental Health
Residential Treatment System on behalf of the seriously mentally ill
in Maricopa County. The Trial Court entered Judgment in 1986
and the following are pertinent excerpts from the Conclusions of
Law in the Court's January 7™ Order:

“2. There is an entire statutory scheme in which the
Arizona Legislature has mandated that the Arizona
Department of Health Services has primary
responsibility in providing mental health services to all
class members, including the named plaintiffs
(‘plaintiff class').

3. The Department of Health Services has
mandatory, non-discretionary duties under A.R.S. §§
36-102, -104.1(c), - 104.5, -104.16, -104.17 and 36-
550 to provide the plaintiff class with an adequate
system of community mental health services.

9. AR.S. § 36-104.16 requires the director to provide
a wide range of community residential programs and
services to the plaintiff class as alternatives to more
costly institutional care.

10. Under the statutory scheme, the Department is
mandated to provide a full continuum of care for all
class members including, but not limited to: inpatient
care, case management, residential services, day
treatment, outreach, mediations, outpatient
counseling, crisis stabilization, mobile crisis services,
socialization, recreation, work adjustment and
transportation.

13. The Department of Health Services has breached
its mandatory non-discretionary duties under A.R.S. §
36-102, -104.1(c) and -104.5 to provide a unified and
coordinated mental heaith system for the plaintiff
case.



16. The Department of Health Services has breached

its duties under A.R.S. § 36-550.01 to provide

community residential services. Only a small

percentage of the chronically mentally ill individuals in .
Maricopa County are receiving these mental health

services mandated by the Legislature.

19. The Arizona State Hospital has a mandatory non-
discretionary duty pursuant to A.R.S. § 36-511.C to
ensure that discharged patients have a place to live
and an adequate program for necessary treatment
and maintenance and to effectuate the plans.”
(emphasis added)

The Arizona Supreme Court in Arnold v. Arizona Department
of Health Services, 775 P.2d 521 - 1989

The Arizona Supreme Court in 1989 affirmed the Judgment of the
Trial Court holding that the State had breached its statutory duty by

failing to provide an "adequate” system. iIn the conclusion to its

Opinion, the Court stated as follows:

"It has been stated that '[tthhe moral test of
government is how it treats those who are in the dawn
of life, the children; those who are in the twilight of
life, the aged; and those who are in the shadows of .
life, the sick, the needy and the handicapped.’
Arizona has imprisoned its CMI in the shadows of
public apathy. The legislature was the first to speak
on the issues before us. We find no evidence in this
record that the legislature intended to pass sham
legislation. The legislature thoroughly, carefully and
completely mandated duties of the state and county
to the CMI population in Arizona. We hold that the
legislature has mandated that the state and the
county have a duty to jointly and harmoniously
provide mental heaith care to the plaintiff class. In so
holding we note that the duty may well be more
expensive in the breach than in the fulfillment."
(emphasis supplied)

Trial Court — 1991 to date

Post Appeal Orders: |mplementation Plan aka Blueprint (May,

1991) and Stipulation for Exit Criteria_and Disengagement (13
November, 1995)

a. There may be a perception in the minds of some that ’
the Plan for implementing the decision in Amold v.
Sarn originated with the Court. That is not the case.

9




The “Implementation Plan” or Blueprint originated with
and was negotiated between the State, Maricopa

County, and the plaintiffs. It was approved by the
Court in May of 1991.

b. In 1995, the State acknowledged that it had failed to
meet the Blueprint obligations. The Parties then
entered into a substitute agreement approved by the
Court entitled “Stipulation for Exit Criteria and
Disengagement.”

ARIZONA SERVICE CAPACITY PLANNING PROJECT AKA “THE LEFF
REPORT” OR "“GaAP ANALYSIS” BY HUMAN SERVICES RESEARCH

INsTiTUTE (HSRI)

On December 22, 1998 after a hearing on an allegation of
defendant's non-compliance with the Exit Criteria Stipulation, the
Court approved a Supplemental Agreement in Arnold v. Sarn for
ADBHS to retain HSRI to determine the type, intensity and amount
of services necessary to meet the individual need of class
members and to create a service capacity attachment to identify
the need, service and costs. A copy of the HSRI Report is
Appendix H to this Report and has an adjusted cost for Maricopa
County of $317 million dollars.

THe ADHS/DBHS proroseb FYE 2001 BUDGET FOR IMPLEMENTING
THE HSRI STUDY FOR THE STATEWIDE POPULATION OF SERIOUSLY
MENTALLY ILL PERSONS.

The ADHS/DBHS estimate of the statewide cost for services under
the HSRI Study is $528 million dollars. Current expenditures for
services and medications approximate $172 million leaving a
shortfall of approximately $356 million. The Budget proposal
requests that the shortfall of $356 million be phased in over three
years. Forthe FYE 2001, DBHS seeks 127.5 million for services to
fund those people with serious mental iliness who have been
designated as “priority” under the “Exit Criteria Stipulation”. Of the
seriously mentally ill population, approximately 50% are eligible for
benefits under Title XIX (Medicaid). Of the 127.5 million for
services, $34.4 million would be federal funds.

A copy of the ADHS/DBHS FYE 2001 proposed Budget is
Attachment No. 1 to this Report. Attachment No. 2 to this Report is
a Summary prepared by DBHS for the Task Force showing by
category of service the funding allocation for all services and
medications of $313 million for the entire SMI population after
adding the proposed $127.5 million for “priority” clients.

10




RECOMMENDATIONS

TASK Force SuppoRrTs THE DBHS BupGeT PROPOSAL FOR THE FOLLOWING

A. THE
2= A9R TURCE SUPPORTS THE DBHS DUDGET PROPOSAL FOR THE FOLLOWING
REASONS

1.

Since 1981, there has been a failure to provide adequate funding for the
“Community Residential Treatment Program” determined by the Supreme
Court to be a mandatory obligation.

The State, Maricopa County, the plaintiffs and the Court Monitor have
jointly agreed to_the required provisions of an adequate program. The
HSRI Report provides an estimate of the costs for providing the services
for such a program. (See Attachment 3 for the Executive Summary of the
HSRI Report)

Neither the data, the methodology used, nor the conclusions reached in
the HSRI Report were challenged by plaintiff or defendants in court
proceedings, nor has any challenge been made to the Report in hearings
before the Task Force. (See Attachment 4 for DBHS Statement to the
Task Force expressing its concurrence with the HSRI Report and stating
“that it's’ conclusions represent a reliable estimate of what is required in
order to have the opportunity to meet the State's requirements.”)

The three year phase-in for funding, and the sum of $127.5 million for

priority clients contained in the -proposed FYE 2001 budget have been

agreed to by DBHS, the plaintiffs and the Court Monitor.

Testimony presented to the Task Force discloses that the lack of housing
is probably the most serious obstacle to providing needed treatment and
other services to people with a serious mental illness. As previously
stated in this Report, the Arizona Department of Commerce, DBHS and
Value Options have stated that:

“The demand for housing for consumers with serious mental
~ ilinesses vastly exceeds the supply. With the loss of HUD controls,
current resources are shrinking.”

In 2000, HUD funding for 559 housing units for people with a serious
mental iliness will expire; 329 additional units will expire in 2001, and

there is a significant likelihood that not all of the units will get refunded.

(See Appendix F and G)

Apart from persons identified as “homeless” or who are clients being
served by Value Options and living in acceptable alternative housing,
there are hundreds of other seriously mentally ill persons living in
“supervisory care” facilities that are not considered to be acceptable
“alternative housing®. (See Appendix K and L) :

The FYE 2001 Budget proposal includes approximately $58 million for
housing. Failure to implement the FYE 2001 proposal and proposed three
11 :



year “phase in" may render the ASH proposed 200 bed hospital —

‘Inadequate”,

6. The alternatives to an ‘inadequate” state hospital along with an
“‘inadequate” community residential treatment program are painfully
predictable:

a. A greater tendency for the seriously mentally ill person to
decompensate and potential unwiliingness to follow through
with medication;

b. A tendency for many to wander aimlessly in the community
unable to manage their psychotic impulses;

c. A virtual certain involvement by some in the criminal justice
system with the attendant expenses and tragic consequences
connected with it. (See Appendix M, Complaint by Estate of
Marilyn Brower, el. al v. State of Arizona, et. al. Also Appendix
J-1 and J-2 where Maricopa County states that from 7 to 10% of
the prisoners in the County Jail are assessed as mentally ill.)

d. And, finally, as the Arizona Supreme Court indicated in its
Opinion — a failure to fund an adequate program may expose
the State to a greater cost than the cost of complying with the
statute.

7. Fulfilling the Budget Proposal and implementing the service program is
not only the right thing to do, it demonstrates the state’s commitment to
bring the Amold v. Sam litigation to a close and establish that Article 10 of
Title 36 A.R.S. is not “sham legislation”.

B. The Task Force further recommends that ADHS, in connection with any
Phase Il or Phase Ill requests — prepare clear and spemf ¢ budget implementation

plans together with appropriate systems for- the ongoing monitoring of plan
_ effectiveness.

1. ExrANDED USeE oF PSYCHOTROPIC MEDICATIONS

The 1999 Budget of DBHS contained an increase for the use of
psychotropic medication, and the FYE 2001 Proposed Budget provides $16.2 million for
medications. The Task Force supports the proposed increase and expanded use of
psychotropic medication for all the SMI population. Dr. Carol Lochart presented
testimony to the Task Force, and a copy of her presentation is Attachment 5 to this
Report.

V. Use oF CosT SHARING BETWEEN MEMBERS IN THE SYSTEM AND GOVERNMENT

The ADHS/DBHS Policy for co-payments by persons receiving services is
entitled: Administrative and Program Support Services, and is set forth in Chapter 2 of

12




the Policy and Procedures Manual, a copy of which is Attachment 6 to this Report.
Pertinent excerpts from the Policy are as follows:

1. “When meeting the financial criteria, clients will be assessed a
co-payment for services to assist in paying the cost for their
care. Such assessments shall be based on information
collected from the client, and shall take into account the
client's ability to pay. No client shall be denied services due to
an inability to pay for their care.”

* & & #

2. “With the exception of residential programs for adults with
behavioral health problems, RBHAs and their providers utilize
the Client Co-Payment Schedule; Services to determine the
amount of the client’s co-payment for services (Attachment B).
For residential programs, the amount of rent a client must pay
shall be determined in accordance with the ADHS/BHS policy
Tenant Rent. Rent Reasonableness__and _Affordability.
Services may be billed for in addition to the housing costs. In
all cases, clients in residential programs shall have at least

. $60.00 of income remaining for personal use after co-
payments for services and rent are deducted from their
income.”

3. “Co-payment policies include the following provisions:

“(1) RBHAs and their providers do not assess co-payments
for services that are reimbursable by Title XIX if the
client is Title XIX eligible and enrolled with a RBHA.”

“(2) Co-payments may be assessed for non-Title XIX

- reimbursable services provided for Title XIX enrolled
individuals.”

With respect to HUD supported housing, federal rules provide that rental
charges may not exceed 30% of the person’s monthly income.

Providers who have appeared before the Task Force testified that housing
charges are imposed upon their respective clients, and that it varies with ability to pay

The Task Force supports the co-pay policy of ADHS/DBHS.

V. COST SHARING OF MENTAL HEALTH SERVICES BETWEEN THE STATE AND COUNTIES

FINDINGS AND RECOMMENDATIONS

A. It is clear from the Supreme Court decision in Amold v. Sam that the State
and Counties both have an obligation to provide services to the seriously
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mentally ill. The Trial Court has ruled that the costs between the State
and Maricopa County should be shared equally.

A.R.S. § 36-550.05, subsection A.2. provides that ADHS may “contract
with_individual counties to provide programs or_services directly or by

contract with other public or private agencies” and subsection B or A.R.S.
§ 36-550.05 provides: “If the deputy director contracts with a county as

prescribed in subsection A of this section, the deputy director may require
not more than twenty-five percent match of local or other funds.”

Currently, only two counties (Maricopa and Pima) have Intergovernmental
Agreements (IGAs) with the State requiring cost-sharing but in vastly
different amounts and different formulas. The other thirteen counties do
not have any cost-sharing IGAs with the State, but they do receive funds
or services from the State for the care of indigent people in their counties
suffering from serious mental iliness.

The Task Force recommends that the Legislature consider
and determine how the required funding for mandated
community residential treatment programs for the seriously
mentally ill throughout the State should be borne between
the State and counties. Thatis: Should such funding be the
sole obligation of the State? Should the costs for the
mandated programs be shared between the State and
counties? If cost-sharing is determined to be appropriate,
should the formula for cost-sharing be uniform for all
counties (50-50 as determined by the Court in Arnold v.
Sarn) or at some lesser figure that may be applicable under
ARS. § 35-550.03 A2? Or lastly, if cost-sharing is
determined to be appropriate should each county's
obligation be treated differentiy?

Finally, Upon a resolution and determination of the cost-
sharing issue appropriate amendments if any should be
made to A.R.S. § 35-550.03 A.2, including any new
formulas to be used for cost-sharing.

VI, RESOLUTION OF JURISDICTIONAL ISSUE

If this topic was really intended to be a "Question” — then, it appears that

the “Question” is: When does the Counrt's jurisdiction end?

A.

The answer to that “Question” lies in the “Stipulation on_Exit Criteria and
Disengagement” which the State, County and Plaintiffs voluntarily
negotiated and agreed to. The provisions of the Stipulation provide an
answer to that “Question” as follows:

*2.  This Stipulation on Exit Criteria and Diséngagement defines the
actions and requirements which the defendants must complete and the
services, supports, and benefits which must be provided to
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classmembers in order for the defendants to fully satisfy their obligations
to classmembers under the Court’s Judgment and the Arizona Supreme
Court's opinion in this case.”

“3. Except where a different standard is explicitly set forth in a
particular paragraph herein and consistent with the provisions of 1 53 of
this Stipulation, the defendants will make reasonable progress in
implementing the provisions of the Stipulation on Exit Criteria and
Disengagement. The parties further agree that compliance with specific
provisions of this Stipulation will result in partial satisfaction of the
Judgment and that compliance by both of the defendants with all of these
actions and requirements set forth in this Stipulation will result in full and
final satisfaction of the Judgment in this lawsuit.”

* k kX &

“10. In order to serve a significant portion of these classmembers in the
community, ADHS will make available and maintain community living
arrangement plus appropriate supports necessary to meet the individual
needs and to ensure the appropriate discharge of classmembers at ASH,
as set forth in ] 29. For the term of this Stipulation, ADHS will ensure that
the level of resources which fund these community living arrangements
and appropriate supports will be used almost exclusively for
classmembers who move from ASH or supervisory care homes.”

* k * k& %

“33. The annual budget requests of the director of ADHS to the
Governor during the term of this Stipulation shall be sufficient to maintain
the level of state funding which supports serviceés for classmembers in
Maricopa County as of July 1, 1994, as well as to fund the service
development and other requirements of this Stipulation. (emphasis
supplied) :

The Director of ADHS shall use best efforts to ensure that the Governor
fully adopts the agency's budget request for community services for
individuals with serious mental illness in the executive budget to the
Legislature. The Director will, as part of the Department's annual written
budget request in accordance with Arizona law, provide the Legislature
with the amount and rationale of ADHS' budget request to the Govemor,
including why that level of funding is necessary to continue existing
services and to develop the new community services required by this
Stipulation, and will respond to legislative inquiries.”

The ADHS/BHS Budget Request for FYE 6/30/2001 for Persons with a
Serious Mental lliness was approved by the Court Monitor as Phase One
of three steps to implement the Judgment in Amold v. Sam. Approval of
that Budget and its implementation will result in partial satisfaction of the
Judgment and to that extent a “resolution of some jurisdictional issues.”

15




CONCLUSION

With medical sciences on the cusp of new breakthroughs in the diagnosis and
treatment of mental illness, Arizona is well positioned to become a leader in mental
health research and treatment. Recognizing both the significant commitment the State
has made to meet the needs of the seriously mentally ill, together with the need for
research in this area, the Task Force recommends that the Governor and the
Legislature give consideration to the establishment of a Mental Health Research
Institute with a mission to discover causes, to predict and prevent, and find new
treatments for mental illness. In furtherance of such a goal a technically qualified Task
Force could work with ADHS and the University of Arizona College of Medicine to
consider the viability of such a project. It is the view of this Task Force that such a
project should be one in which the State and the private sector would both participate.

Respectfully Submitted,

wmiy P Ik

mes M. Bush, Chairman
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FYE 6/30/200! Budget Request
Persons with a Serious Mental lllness

ATTACHMENT No. 1

Final Report - Mental Health Task Force
November 30, 1999

Background

® Based upon Human Services Research Institute
(HSRI) Study of Maricopa County:

» ADHS/BHS requires $317 million for a
comprchensive, full capacity mental health system
within Mancopa Counly as established by the Exit
Stipulation criteria of Amold v ADHS.

» Results of Maricopa County study will be extrapolated
to the entire State.

s, L_.-.@i

0 -“ T, Ta. U S
c.:-c.eme

Assumpuons

* Maricopa County accounts for approximately 60% of
the Siate-wide population.

» Approximately 30% of persons with a serious mental
illness are Title X1X eligible.

» State-wide the total dollar requirement is
approximately $528,000,000.




= “Other Priority” means persons who are:
» frequent crisis or inpatient care users; or
» need 24 hour residential services; or
» are in jail with a major biological disorder.

» According to the Exit Stipulation, ADHS must meet
80% of their needs.

» There are approximately 1,432 other priority persons
in Maricopa County.

= By funding the full array of service to "Priority™
Persons ADHS/BHS also begins
implementation of the Strategic Plans of the
Exit Stipulation:
» Employment/vocational services
» Residential/housing services i
»* Dual diagnosis services

» Assertive Community Treatment teams (ACT) & other
intensive clinical services

- AN A R e L Y
FYE 2001 Budget Overview 458

= The budget request for persons with serious

Request

mental illness is broken into two components:
» Services

» Medications




0 Residenta "]

[J Rerabltason £) Emergency

) TreatmeniSupport Sevces [} Outpavent Treatment
[ Asmnsravon £ Other Suppon Services

IEYE 2001 Budget Overyiew e

Service Categories

m Residential Services

» Group homes or in-home supervision
— High intensity (4 bed/24-hour professional supervision)
- Moderate (8 bed/24-hour paraprofesional supervision)
— Low/minimum (SIL. ovemight and on-call supervision)
» Independent Living/Housing Subsidy
» Specialized Residential
~ Dual diagnosis
— Medical needs
— Geriatric

St Siperviion s a0k soiee | o

=




Service Categories

= Qutpatient Treatment
» Professional services/evaluation & management
» Court Ordered Evaluation
» Psychotherapy (individual, group, family)
» Therapeutic supervision
» Qutpatient detoxification
» Substance abuse counseling
» Methadone maintenance

OUPEterL Traament . bRy s Lot s SRy | S Dolers a2y

e el e

o vakssion &




.Ajv& tahhl

Scmcc Calcgoncs

® Other support services
» Protection & advocacy
*» Transportation
» Family education & support
» Friend advocacy/peer support

Overyi ot OV ELvIew.

TR AT S 2 e

‘;200LBudgef

Other Suppon Services




Request Overview

- a1 . S omtaran oe S a.

Services
Title XIX Services $34.4 million Federal Funds
Title XIX Services $18.5 million State Funds
Non-Tite XIX Services $74.6 million State Funds
Medications ]
Atypicals $4.1 million State Funds
All Other Meds £9.5 million State Funds
Total Federal Funds $34.4 million
Total State Funds $106.7 million
{
53 R A AR Bl e e

z:Housing:

Current Housing in Maricopa County

= Nearly 2657 consumers receive housing assistance.
= However, there are few housing options available.

= Almost 900 of these units are HUD funded.

Tape of Prosnam 3of Unis Gnst Regipemt AssarlCon  Evpiracion Dewe

$-C 149 ADOC $ 913500 June 2000

$-C 0 ADOC $ 1,800,000 June 2000

$-C - 200 ADOC 3 1.301.900 June 2001

SHP (2 projecus) 133 ADOC $ 943300 June 2001

SHP 06 ADOC $ 145000 Dec 2002
ABC

SHP 1§ projecus) 3 $ 2631368 2000
Yol s 5 7,739,645




& Continue to work with HUD to change statutory
language regarding mandated S-year refunding of
Shelter Plus Care projects,

m Work closely with HUD and the Arizona Congressional
delegation to shift the cost of Shelter Plus Care
renewals from the Continuum of Care (competitive)
account to the mainstream Section 8 (non-competitive)
account.

a Work closely with HUD and the Arizona Congressional
delegation to support the Administration’s current
budget request for 18,000 new incremental Section 8
vouchers for the homeless.

®  Continue to work with Public Housing Authorities
and affordable housing developers to set aside a % of
affordable housing units for this population.

= Continue to work with the Legislature to develop
funding sources for both existing housing units and
for units to meet future housing needs of this
poputlation




ATTACHMENT No. 2

Final Report Mental Health Task Fore:
November 30, 1999

Summary of the Information Prepared for the
MENTAL HEALTH TASK FORCE
By ADHS/DBHS

NOVEMBER 9, 1999 TASK FORCE MEETING

L Analysis of current spending versus proposed spending for persons with a serious mental
illness (SMI).

Please note that the current spending for the service categories of residential, treatment
and support has changed from the report distributed October 26, 1999 Task Force
meeting. All other amounts remain the same. The change is due to the fact that the Leff
Report includes the treatment and support provided to persons in a residential setting in
the residential category. The report distributed October 26 under current spending did not
do this. Therefore, the attached analysis has moved the treatment and support costs
provided to persons in a residential setting to the residential category. This more
accurately compares the current behavioral health system to the Leff Report.

IL. Analysis of fuhding requirements under the Leff Report: proposed ($313,162M), Exit
Stipulation per the Leff Report ($528,314.2M), and the difference not requested at this
time ($215,152.2M) due to an agreement to seek incremental funding.

III.  Analysis of how $52.2M in funding would be shifted from the current “priority SMIs” to
“all other SMIs” population if the $127.5M budget request is approved.

IV.  Detail listing of specific services provided within each service category of the Leff Report.

V. Narrative of how a “priority” person’s life will change should the proposed spending be
approved.
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MENTAL HEALTH TASK FORCE REQUEST
SPECIFIC SERVICES WITHIN EACH SERVICE CATEGORY

RESIDENTIAL
Medical/Nursing/Professional Supervision

24 Hour Therapeutic Supervision/Personal Care
Structured Day Treatment Program

Individual, Group & Family Counseling
Psychiatric Rehabilitation/Skills Training

- independent living skills

- medication management skills

- interpersonal skills

Substance Abuse Treatment

Transportation

Recreation/Socialization

Room & Board

independent Living Support

Rent Subsidy

Geriatric Services

EMERGENCY SERVICES

Mobile Crisis Teams

Urgent Care/Crisis Emergency Walk-In
Crisis Residential

Respite Care

HOSPITAL

Arizona State Hospital

Free-standing Psychiatric Hospitals

Psychiatric Unit of General Medical Hospital
Medical Detoxification -

(OUTPATIENT) TREATMENT

Individual, Group and Family Counseling/Psychotherapy
Psychological Evaluation

Psychiatric Consultation, Evaluation and Management
Pre-Petition Screening and Court Ordered Evaluation
Personal Care/Therapeutic Supervision

Outpatient Detoxification.

Substance Abuse Treatment

Methadone Maintenance _
REHABILITATION

Psychiatric Rehabilitation/Skills Training

- independent living skills

- medication management skills

- interpersonal skills

Consumer Operated Drop-In Center
Consumer Operated Clubhouse/Work Site
Vocational Assessment

Supported Employment

Support Education

SUPPORT

Assertive Community Treatment
Intensive Case Management
Clinical Team Services
Medication Management
Protection & Advocacy

Client Transportation

Family Education

Peer Advocacy



MENTAL HEALTH TASK FORCE REQUEST
HOW WILL MY LIFE CHANGE AS A PRIORITY PERSON WITH A SERIOUS
MENTAL ILLNESS IF ADDITIONAL FUNDING IS APPROVED?

Service Current Situation Situation if Additional Funding is
Category Approved
Residential I depend on my family, or live indefinitely | I receive supportive services in an
in an intensively staff supervised facility | independent housing setting designed to
or minimally supervised and un-licensed teach me to live on my own or with a
supervisory care home. group of others of my choice.
Emergency I am taken to the urgent care, or ER or by | Preventative crisis services are provided
Services police when I relapse, after being off my | to assist my clinical team in supporting
medication for months. me at the very first sign of my becoming
ill again or missing needed medications.
Hospital No major change. No major change.
Treatment My family and I both receive education,

If T am “high functioning”, I may receive
individual counseling. '

training and treatment to recognize
symptoms, control substance use and
manage my own illness.

Rehabilitation

In the group home I live in, they remind
me to brush my teeth and wash my
clothes. Sometimes my case manager has
time to teach me how to use the bus.

Leaming to be self-sufficient is a major
focus of my treatment. I receive skill-
training and cognitive remediation to
help me live independently, interact with
others, and get and keep a real job.

My case manager helped me to get this

Support When I am not doing well, my
Services apartment, but I’'m about to be evicted psychiatrist, nurse or casc manager
because I haven’t paid the rent. When | come to my house to be sure I am taking
have to be hospitalized, they drive me medication, taking physical care of
there. - - myself, and keeping miy rent up to date -
and my apartment clean,
Medications If I am a new patient, or [ am having bad

side effects, or frequently in crisis or
hospital or my family pressures the team,
I may be put on a new medication.
Otherwise, | take the same medication for
years, even though I am not doing all that
well. :

Even though I didn’t request it, or have
any crisis episodes, my doctor discussed
changing my medication, because I am
functioning at a very low level, and
haven’t improved after six to eight
weeks on this medication and dose.

G\GROUPS\LEGISLAT\WHATNEW.WFD

November 5, 1999 (3:09PM)
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Arizona Service Capacity Planning Project Page 1

Executive Summary

This study of the mental health service needs of persons with serious menta]
illness in Maricopa County was commissioned by the Arizona Division of Behavioral
Health Services (ADBHS) pursuant to the ongoing provisions of the Arnold v Sarn
agreement and the direction of the Court Monitor. The objectives of the study were to
estimate the types, amounts, and costs of mental health services needed by persons with
serious mental illness in Maricopa County.

The study was conducted by the Human Services Research Institute (HSRI) in

collaboraton with the ADBHS and other parties involved in Arnold v Sarn, For the study, .

HSRI employed resource allocation planning methods used in over a dozen other states
(Leff, 1998). These methods combine clinical expertise with staristical methods and
computer implemented simulation technology developed in a collaborarion between

- HSRI and colleagues at the Massachusetts Institute of Technology (Leff, Graves,
Natkins, & Bryan 1985; Leff, Dada, & Graves 1986). HSRI used data on client
funcdonal status, servics needs and outcomes, and service costs collected in Arizona and
other states. As part of the planning process, the data from Arizona and other states was
validated by checks for completeness and consistency. As nesded, the data was adjusted

to reflect particular features of the Arizona mental health system and current labor market
conditions.

The model used by HSRI recognizes that many persons with serious mental
illness can become independent and productive members of our community with the
proper intensity of services for a limited period of time. Other individuals will require
ongoing supports for an indefinite period. A very small number will require intensive
services throughout their lives, usually because they have complicated combinations of
disabling conditions. The model categorizes persons by different functiona] levels that
are assumed to change over time. These levels include ones that require involuntary
treatment in reswictive settings, ones that require support for the necessary activities of
- daily living, and ones that require interisive support during critical periods of stress,

The study identified a range of residential and support services that current
evidence suggests will maximize client safety and functioning. Using computer
implemented simulation, these “service packages” were combined with estimates of
service unit costs and outcomes to estimate annual system direct service needs and costs

for a fully operational system. This plan is referred to on the next page as “the Client
Movement Model.”

The plan represents the professional judgment of HSRI about the services and
resources needed in Maricopa County. HSRI conducted a similar but less comprehensive
evaluation of the service system in Maricopa County ten years ago. The current findings
regarding the quantity and intensity of nesded services in Maricopa County are consistent
with that earlier study. The plan is also consistent with similar plans formulated by other

states and communities and with findings for programs that provide the services nesded
by individuals with comparable nesds and disabilities in communities,

The planning process yielded the following annual costs for the planned service
system (Client Movement Model) oncs fully operational, taking into account client

08/05/99




* Arizona Service Capacity Planning Project : Page-2

arrivals and movement based on projected service utilization and outcomes (including
deaths and service non-use for other reasons). Medication costs, administration costs,
and adjustmient formulas to generate the Exit Stipulation Costs for Arnold v Sarn, shown
in Column 3, were provided by the parties to the planning process.

Column 1; : Column 2: Columan 3:
Type of Cost Costs for All Costs Adjusted
Clients- 100% of | According to Exit
Estimate Stipulation'
Full Funding per $467,207,338 N/A
HSRI Model
Client Movement $570,015,798 $269,050,475
Model (Direct Service)
Medications $33,635,375 $24 457571
Administration at $32,292,094 §23,480,628
8% '
Total Cost’ $435,943.267 316,988,474
Total Cost Per $30,576 2755 |
Person

* C—— 0 o S——y .n.-..-. —— e g

' The 1996 Stipulation on Disengagement establishes the remaining obligations in

Arnold v. Sarn.

2 The actual amount of new money nesded will be less than these totals,

depending on use of existng funding and resourcss.

08/05/99
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The Arizona Service Capacity Planning Project

Statement by the Arizona Department of Health Services

As part of the Supplemental Agreement to Arnold v. Sarn dated December 22, 1998, the
Arizona Department of Health Services retained an expert national consultant, the Human
Services Research Institute (HSRI), to assist in delineating a system that could bring Arizona

into compliance with the mandates of the Court in this case.

The result of this effort is the document titled The Arizona Service Capacity Planning
Project. This Project represents many months of work analyzing data, developing program
models and costs, and refining a cost-efficient approach for developing a comprehensive
mental health system for seriously mentally ill people -in Maricopa County. The model
provides the Department with a current, systematic analysis of the needs of the seriously
mentally il in Maricopa County and of the supports, services, and resources necessary to
meet those needs. The Department concurs with the client movement model presented in
this Project by HSRI and believes that its conclusions represent a reliable estimate of what
is required in order to have an opportunity to meet the State’s requirements. The next
steps are to share this information with the Arizona Mental Health Services Task Force for
their consideration and to discuss with the Court Monitor and the piaintiffs the highest
priority areas defined in the Project and the desired budget to request in order to begin

phasing in the program as rapidly as feasible.
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" Presentation by Carol Ann Lockhart, Ph.D.
Before the Arizona Mental Health Task Force
Arizona Senate Hearing Room
September 26, 1999

Thank you Mr. Chairman for the opportunity to present a

summary of the first of a series of policy papers to be sponsored by the St. Luke's
Charitable Trust, Mental Health Dissemination Network.

My expertise is in overall health care systems and health policy, not specifically the
details of clinical care for the mentally ill. As such, this paper was done to assess the
value and cost of the new drugs currently being used to treat the seriously mentally ill.

This was deemed important to do because of the real cost increases experienced by
programs using all of the new psychotropic medications now available in the market.

Even though there is widespread use, there remains confusion about whether the value
is worth the cost. This paper addresses that question.

I realize all of the committee members have particular knowledge of and experience :
with mental health issues. [ also understand each has a copy of the paper, so 1 will

take this time to summarize the paper and then respond to questions from the
members, )

This paper looked at the use of new psychotropic medications with the seriously
mentally ill- people with serious mental illnesses that are persistent & disruptive of
daily life, unless they are offered the care necessary to control their symptoms.

For most, the illnesses experienced can be controlled, just as diabetes and heart
disease can be controlled, with ongoing medications, treatments and supportive life
styles. '

You are considering today, a proposed scope of services and budgef requirements
developed for the Arizona Service Capacity Planning Project. It suggests various levels
and types of services and care.

The work for this paper suggests the need for some services may actually increase as-
effective treatment with medications allows people to take on tasks and work, and to

1 e
C. Lockhart Associates ‘
1982 Tempe, Arizona 85283-2366

(480) 345-9445; Fax 839-4626
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Overall, the findings from the paper show the new psychotropics are the current
clinical standard of care and that the cost of medications themselves are worth the
value they offer to the patients, their families and society. For the seriously mentally ill

to fully function within society, however, they will require a wide range of services, not
just medications.

The studies that have been done suggest there are real savings, particularly in the use
of hospital care. But, there are also some added costs beyond that of the medications.

1. The number of hospital admissions and length of stay for those admissions
significantly drop for SMI patients treated with antipsychotic and
antidepressant medications. Numerous studies document this.

What is less clearly documented is the change in the use of other services.
This is due, in part, to the newness of the use of these drugs with these
populations and the lack of completed research. A number of studies are
underway.

2. One good example of the type of research needed was done by our sister
state, Nevada. The Nevada Division of Mental Hygiene and Mental
Retardation completed a study in January of this year. (Georgia also did a
similar study with similar findings.)

3. It showed an overall decreasz in hospital days for schizophrenia patients on
the newer atypical antipsychotic drugs. There was an overall decrease of 4
days for patients and a 46.4 reduction in costs. (ADHS assumed a 3 day
decrease in hospital stays in their 1999 budget proposal for increased
funding of antipsychotics.)

4. For severely depressed patients there was a 37.5% drop in hospital
admissions for patients using what are called the SSRI's (drugs such as
Prozac, Paxil and Zoloft), a 31.9 percent drop in hospital days, and 9.1
percent shorter lengths of stay.

5. In both cases, however, care outside the hospital increased, particularly in
the area of housing days '
since patients were no longer confined to the hospital.
-(12.7% for schizophrenic patients & 6.2 for depressed patients).

There was a decrease in ambulatory crisis

management (15.5% {or Schizoprhenic & 36% for

depressed patients). .

6. Counseling services increased (59.7% schizophrenic & 8.1% depressed
patients)



7. Overall coﬁts for care outside the hospital, and not including medications,
increased 13.3% ($5.44/day) for Schizophrenic patients & 10.3% ($2/day)
for depressed patients.

Other studies that looked at depressed patients in general, ﬁot the SMI population,
found that:
1. they consume 2-4 times more medical services than those without mental
illness; ' )
2. report significant numbers of days of functional disability that decreases with
treatment ( over 12 months disability days fell from 79 days to 51 days);
and )

3. cost $24 billion dollars annually in days of work lost to absenteeism.

The cost of newer medications are higher than that of the older drugs. SMI patients in
Arizona can receive the older antipsychotic drugs for an average of
$25/person/month. The newer drugs cost an average of $270/person/month.

Antidepressants such as Prozac, Paxil, Zoloft and others called SSRI's are available in
the drug formulary at an average of $60-100/person/month. The older
antidepressants cost an average of $25/person/month.

In the area of mental health, patients and providers of care are asked to show how the
new medications offered save money in other areas of the behavioral health system or
in the costs of other types of medical care a patient might receive.

This is referred to as medical and behavioral cost offsets. In other words the cost of
the mental health medication or treatment is expected save money elsewhere in the
behavioral or medical care system.

All new medical technologies are asked to justify their costs. Usually it is enough that
the technology does what it is supposed to do - cure or treat. If it cures or prevents, it

is called a “full” technology. If it treats and manages symptoms but does not cure, it is
called a “half” technology.

In reviewing the literature for this paper, it became clear that mental health
technologies of all kinds were treated as though they were full technologies. Full
technologies are asked to justify their use by demonstrating that they avert the costs of
other types of care. An immunization is a good example of a full technology- it
prevents a disease from occurring and thereby avoids any costs except that for the
production and administration of the immunization.

The new psychotropic drugs cannot avert all other costs in the behavioral or medical

care system. It does shift them to different categories of care and in some cases
reduces them significantly, as in hospitalization.




Because of this confusion, a framework for assessing the value of medications is
suggested. It can be applied any time new drugs come forward, and continuing
developments in technology suggest state legislatures and private insurers will be
repeatedly asked to assess and pay for new medications for mental health care.

Eight categories of questions are suggested.

Is the drug FDA approved?

Is the technology (medication) a genuine innovation in treatment?
Is the health status of the patient at stake?

Is the medication the clinical standard of care?

Is increased cost due to improvements in ability to treat?

o rLbbe

Is there a direct impact on mental health costs?

Is there an indirect impact on medical costs {medical cost offsets)?
Is there an impact on the family?

Is there an impact on society?

o N

The first five are the key questions. If they are answered in the affirmative, it suggests
the new medication(s) should be eligible for coverage even at greater cost. They focus
on improved health outcomes and health status for the patient and determine whether
the technology is to be covered, not the behavioral or medical cost offsets, or family,
or social impact as discussed in the last 3 questions.

My concluding observations are these:

1.

New psychotropics offer true innovations in treatment and hold promise for an
improved quality of life, health outcomes and health status for the seriously
mentally ill.

. Not all SMI patients who might benefit from newer medications are able to receive

them. Even with the $10 million appropriation in 1999, only about 70% of those
who might benefit from antipsychotics will be able to receive them. Budget
constraints in categorically defined programs limit the types and quantities of
services patients can receive in different areas of the state.

Medical care is not provided to those SMI patients who do not qualify for
AHCCCS, or about two thirds of those who are deemed SMI. Such fragile
individuals require coordinated mental health and medical care services to achieve
their best level of functioning.

. Arizona could lead the nation in creating an integrated medical and mental health

model of care for its vulnerable citizens (as it did in the creation of AHCCCS).
Mental health technology (including medications) should be judged according to a
criteria similar to that required of medical technologies.

Arizona government is a major purchaser of care. It must define expected
outcomes and hold contractors accountable for meeting them, such as the number
of patients on newer psychotropic medications.



. 7. Atotal of 75% of the antidepressants used are used outside the mental health
community. Evidence suggests diagnoses and use of psychotropic medications are
poorly understood by the general medical practitioners. State and private groups
should explore how to improve the treatment of the mental health of the general
population.

8. The use of psychotropic medications with the general public is increasing their
level of understanding about mental illness. They will, over time, begin to demand
that their body and mind be treated in the same systems and without restrictions.
We are not there yet, but such a system is needed for the SMI and all consumers of-
mental health and medical care services. -
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CONSUMER COPAYMENT SCHEDULE: SERVICES

[MONTHLY ADJ. INCOME |

FAMILY SiZE

v CHRS &
933 . 1007
1008 - 1076
1077 - 1145
1146 - 1214
1215 . 1283
1284 - 1352

. 1353 - 142
1422 - 1490
1491 - 1559
1560 - 1628
1629 - 1697
1698 - 1766
1767 . 1835
1836 - 1904
1905 - 1973
1974 - 2042
2043 - 2150
2151 - 2257
2258 - 2384
2365 - 247
2472 - 2578
2579 - 2685
2686 - 2792
2793 - 2899
2900 - 3006
3007 - 3113
3114 - 2220
3221 . 3327
3328 - 3434
3435 - 3541
3542 . 3648
3649 - 3775
3776 - 3862
3863 - 3969
3970 - 4076
4077 - 4183
4184 - 4290
4291 - 4397
4398 - 4504
4505 - 4611
4612 - 4718
4719 - upP
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Policy and Procedures Manual

CHAPTER 2 ADMINISTRATIVE AND PROGRAM SUPPORT SERVICES
POLICY 2.5 CO-PAYMENT POLICY
-A. PURPOSE: To ensure that appropriate co-paymsants are sssessed and
' collected from clients. -
|
" B. - SCOPE: RBHASs and their service providers.
C. POLICY: " When mesting the financial criteria, clients will be assessed a co-

payment for services to assist in paying the cost for their care.
Such assessments shall be based on information collected from
the client, and shall take into account the client’s ability to pay.
No client shall be denied services due to an inability to pay for
their care. All third party payers shall be billed in accordance with
the ADHS/BHS policy on Third Party Liability. in addition to any
collection of co-payments, RBHAs and providers shall bill all
other possible payers and treat state behavioral health funds as
the payer of last resort. Through its policies the RBHA may
delegate responsibilities of this policy to its providers. The RBHA
retains all responsibility for monitoring its provider network to .
ensure compliance with this policy.

D. REFERENCES:
E. PROCEDURES:
1. Schedulse of Fees

8. -Providers develop a Schedule of Fees for the services they provide
based upon contracted rates with the RBHA. The Schedule of Fess shall
be reviewed and approved by the RBHA to ensure compliance with
ADHS/BHS policy. Documaentation of such a raview shall be located in
the RBHA's provider file.

b. Distribution of Fee Schedule

(1) RBHASs and their providers shall distribute a copy of the schedule
of feas to the client at intake. '

Arizona Department of Health Services Page 1 of 8 April 15, 1995 .
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. - (2)

RBHAs and their providers give notice of changes to the fee
schedule or payment criteria by:

{a) Posting the informationina prominent place for review by
clients, parents, designated representatives or persons
legally responsible for the cost of care at least 30 days
before the change becomes effective, unless the Federal
or State government has issued aretroactive rate change.

(b) The RBHA may also mail a letter to all currently enrolled
clients and ADHS at least_30 days prior to the effective-
date of the change, :

-
/2. Co-Payment Policies

—

8. RBHAs and providers shall utilize_the following co-payment policies:

A (1)
o

\-‘\ \

(3)

{4)

RBHAs and providers utilize a standard format to document the
financial information required to ‘assess Co-pay and dsetermine
financial eligibility for service (Attachmant A).

With the exception of residential programs for adults with
behavioral health problems, RBHAS and their providers utilize the
i : i to determine the amount

be determined in accordance with the ADHS/BHS policy Tenant
Services may be
billed for in addition to the housing costs. In al| casaes, clients in

RBHAs and their Providers incorporate the information on the
Clisnt Co-Payment Agreemsnt in a clisnt fee agreement.

‘ RBHAs and their providers are responsible for coordination of

benefits. When ADHS/BHS is the secondary payer, the provider
will receive payment from ADHS/BHS for 8n amount no greater
than the contracted rate. :

b. Co-payment policies include the following provisions:

Q (1)

e

RBHAs and their providers do not 8338ss co-payments f;ar
services that are reimbursable by Title XIX if the client is Title
XiX eligible and enrolled with a RBHA. )

Arizona Department of Health Services
‘ Behavioral Health Services
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(2)

(3)

(4)

(5)

(6)

Co-payments may be sssassed for non-Title XIX reimbursable
services provided for Title XIX encolled individuals.

This policy does not cover prescriptions or methadone
maintenance sarvices. Co-payments may not be assessed for
prescriptions or methadone maintenance services, unless prior
approval is raceived from ADHS in writing.

Parents o guardians of & child with an individualized Educational
Pian that requires residential care for the child are requested to
make a voluntary contribution of the co-payment amount in -
accordance with the Co-Payment Schedule. However, they are
not required to pay co-payments for IEP related services. They
may be required to make co-payments for other services.

When a person is in need of emergency services, RBHAs and
their providers first provide emargency treatment and afterward
assess the client's co-payment liability.

Clients who decline to disclose third party coverage or financisl
information are assassed total service costs. When a client has
a serious mental iliness, total sarvice costs shall not be assessed
if the failure to disclose such information is due solely to the
client’s mental iliness.

3. Client Co-Payment Agreement

8. The co-payrneni agreement provides for reduced charges based on
ability to pay. :

b. The co-payment agreement establishes:

(1)

(2)

The client’s share of expenses, expressed as a percentage of the
full fes, for various family sizes and adjusted income levels; and

No client shall be charged more than the cost of the sarvice(s)
rendered,

c. Family Size and Income

(1)

(2)

Family size and adjusted monthly income aré used to determine
the client’s ability to pay for services.

Family means the client plus any immediate family member who
has & relationship of financial responsibility with the client.

Arizona Department of Health Services Page 30f 8 April 15, 1985 '
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. (3) Total Monthly Income

(a) Monthly income means the income received during the 30
days priof to the date of the client’s eligibility screening
or an average of the preceding six months, whichever is
less, _

(b) Total monthly income means income received from all
sources.

(c) Total monthly income includes all after-tax earnings from -
employment, sslf-smployment, military pay, or any other
Sources; unearned income from sources such as child
support, alimony, unemployment" insurance, social
sacurity, disability benefits, supplemental security
income, gifts, interest and dividends; and any other
private or governmental source.

{d) Total monthly income does not include income that is
anticipated but not yet received, including benefits for
which an application is pending.

(4) Adjusted Monthly Income

_ {a) Adjusted monthly income is calculated by subtracting
% certain costs as follows: existing medical and medical
insurance payments, sheltered income in an approved
Pian To Achisve Self-Support (PASS) pian, child support
payments, spousal maintenance, and any other court
ordered dependent care and Support actually paid.

d. Client Co-Payment Schedule Exception Requests
(1) Stendard Co-Payment Terms and Exceptions

{a) Clients are expected to pay the full amount of the co-
payment at the time services are rendered.

(b) RBHAs and their providers offer two types of co-payment
exceptions to clients who state they are unable to meet
the standard co-payment terms: (1) instaliment payments,
and (2) co-payment waivers. As delineated in their
policies and procedures or contract, RBHAs may require
providers to obtain approvsl from the RBHA prior to
granting co-payment exceptions to the client.

- Arizons Department of Health Services Page 4 of 8 _ April 15, 1985
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{c)

Installment payments are proferred to co-payment
waivers.

(2) Instaliment Payments

{a)

(b)
(c)
{d)

{s)

Clients who state they are not able to pay the fuli amount
of co-payment charges at the time the charges are
incurred may request to pay the balance in monthly
installments. Clients may pay the entire co-payment
balance at any time.

RBHAs and their providers establish criteria for approving
instaliment payment requests.

Clients provide documentation to support their instaliment
payment requests.

RBHAS or their providers determine a minimum monthly
payment amount.

RBHAs and- thsir broviders may not chargse interest,
penalties, of transaction fees for co-payments.

(3) RBHASs and their providers may approve client requests to waive

ey all or part of the assessed co-payment or instaliment due to
wi exceptional circumstances which affect the clients ability to pay
for services.

(8)

(b)

Clients provide documentation to support their waiver
requests.

Exceptional circumstances may include, but are not
limited to: living expenses, other health care expenses not
included as part of the co-payment determination,
repayment of debt previously acquired, an unforesesn
financial crisis, or therapeutic contra-indication.

4, Cdmputation and Documentation of Co-Payments

8. Atintake, RBHAs and their providers inform clients, parents, designated
representatives or persons legally responsible for the cost of care of the
co-payment policies and provide clients with a copy of the schedule of
fees, developed by the RBHA, the client co-payment schedule for
Treatment Services, mothadone services (if applicable), prescriptions (if
applicable), and the co-payment agresment that will be usad to calculate
the client's co-payment amount. -

Arizons Department of Health Services Page 5 of 8 April 15, 1985
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Client Financial And Third Party information

(1) At intake and at least annually thersafter, or whenever client

financial circumstances change significantly, RBHAs and their
providers obtain income and third party payer information from
clients,

(2) RBHAs and their providers identify any third party’ coverage
based on information provided by AOC, ADES, ADYTR, ADHS,
AHCCCS, AHCCCS bhealth plans and/or ALTCS Program
Contractors. i

(3) Funding provided by AOC, ADES, ADYTR, AHCCCS, ALTCS, or
AHCCCS Health Plans is not considered third party coverage or
a co-payment amount.

(4)  RBHAs and their providers must verify income information by
requiring documentation or making outside inquiries.
Confidentiality and information releaserequirements are followed
when outside inquiries are made.

RBHAs and/or their providers calculate the amount of the client’s co-
payments, enter the co-payment terms and co-payment limit on the co-
payment agresment, and submit the co-payment agreement to the client
for review and signature.

When applicants or clients request a co-payment exception, RBHAS
and/or their providers review each request, document the determination
in the client’s record, and provide a copy of the determination to the
client.

RBHAs and/or their providers inform applicants and clients of the
organization’s and ADHS’ grievance/appeals policy and procedures
related to appeals of co-payments.

RBHAs and/or their providers document the client's co-payment
determination.

(1) Providers sssigned to act on behalf of 8 RBHA may submit a
copy of the co-payment agreement to the RBHA, slong with
inteke, treatment plan, and service authorization request
materials, as required.

(2) RBHAs and their providers file a copy of the co-payment
agreement in the client’s record.

Arizona Department of Health Services Page 6 of 8 , April 15, 1995
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(3) Providers and RBHAS are required to report sll revenue earned

through client co-paymants in their annual independent financial
audits.

5. Clisnt Billing

a. The RBHA or provider calculates the client co-payment and bills the
client in accordance with their established intemal billing procedures.
b. The RBHA monitors fee assassments during periodic provider reviews.

RBHAs develop monitoring procedures to snsure that co-payments for .

treatmeant services are sst within the guidelines of this policy, and no

overcharging results. If it is determined that overcharging has occurred,
that amount will be refunded to the client within ssven calendar days of
the date in which the overcharge was detected.

c. RBHASs and their providers may utilize collection agencies as appropriate
and necessary to collect co-payments.

d. Termination of Services for Non-Payment of Co-Payment

(1) RBHASs and their providers may consider terminating services for
non-payment of the co-payment only after all other options,
including informal discussion with the client, do not result in
resolution. All dlSCUSSIOﬂS must be documented in the medical
record.

(2) RBHAs and their providers may not deny services when clients
refuse to pay for services if non-payment is due solely to the
client’s mental iliness or if termination of sarvices would resuit
in serious harm to the client or others. Rather, the issue of
payment is dealt with in the treatment process.

(3) When a client has 8 serious mental iliness, services will not be
terminated because of non-payment of co-payment. The issuse of
payment is dealt with in the treatment process.

(4) Prior to terminating senvices to any client for non-payment of co-
payment, RBHAs and their providers provide the client with a
notice of intent to discharge and advise the client of the nght to
appeal the termination decision.

Arizona Department of Health Services Page 7 of 8 April 15, 1985
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F. APPROVED BY:

(22 g

Charles P. Carbone
Associate Diractor
Arizona Department of Health Services
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ARIZONA DEPARTMENT OF HEALTH SERVICES
ARIZONA STATE HOSPITAL
2500 East Van Buren St.
Phoenix, AZ 85008

Appendix R to Mental
Health Task Force Report,
November 30, 1999 .

SUMMARY OF CAPITAL DEVELOPMENT PROPOSAL

PROJECT COST COST PER BED TIME FRAME

Civil Hospital (176 beds) $30,599,745 | $173,862 FY 2001 - 2003
Adolescent Facility(16 3,907,088 244 193 FY 2002 - 2004
beds)!
Forensic Facility (188 11,803,731 62,786 FY 2003 - 20082
beds)?
SVP Facility - (136 beds) 12,169,1494 89,479 FY 99 - 2003
Sitework & other project 17,320,287
related expenses? :

. Total $75,800,000

an-capital.089

"It is recommended that the Adolescent program be placed in location other than Arizona
State Hospital

* Does not include 20 bed Conditionai Release Unit
* Forensic renovation begins after civil patients move to new facility
. *$4,000,000 of this amount was appropnated in the FY 2000 capital budget

*Demolition of old buildings, asbestos abatement, tunnels, voice/data cabling, furniture &
fixtures, and contingency (7%) ‘
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ARIZONA STATE HOSPITAL - MASTERPLAN

PRELIMINARY - FEBRUARY 2, 1959
Sexuaily Viclent Persons {SVP)
Domitories (2) Phase 9
Fumiture, Fotures. 8 Equip. (5%)
Fencng
SVP Sdework
Design (AE) & Admin_ (ADOA) -.
Dormitories (2) Phase 2
Fumiture, Fodures, & Equip. ($%)
SVP Stework
Dasign (A'E) & Admin. (ADOA)’
Choka Ranovation
Oesign (AF) & Admin. (ADOA)
Demokton
Fumitwe Fdures, & Equip, (5%)
LRA (Birch Hat)
Design (A’E) & Admin. (ADOA)
Demottion
Fumawre, Fodures, & Equip. (S%)
Traming & Education Buiding
Desion (AT & Admin. (ADOA)
Demokbon
Fundure, Fxtures, & Equip. (5%)
Crvi Hospial (Behavioral Health) (176 Beds)
AsBestos Abatement - Ph §
Asbestos Abatement - Ph 2
Dernoliton - Pnase 1
Demolition - Phase 2
Buiding Construction
Fumiture, Fatures, & Equip. (%)
Dasign (AE) & Admin. (ADOA)
Genersal Saeworx
Constructon
Demokbon
Oesi9n (AE) & Admin. (ADOA)
Adolescent Facity
Buding Canstruction
Fumitre, Fahres, & Equip.

Desgn (AE) & Admin, (ADOA)
Tunnels

Teiephone / Data
Forensic Hospdal (140 Beds)
Asbestos Adatement
Demotbon
Renovation
Agdibon
Furniture, Fatures. & Equip. (5%)
Design (AE) & Admin_ (DOA)
TOTALS
CONTINGENCY
GRAND TOTAL

ESTIMATE OF PROBABLE COST

Y 2000 FY 2001 Fv 2002 FY 2003 FY 204 FY 2005 FY2006 SUBTOTALS
$3.248,009
$162.400
$405.000
$936,000
$437,120 $247.064 )
$3252.132
$173.989
$202.650
$428.418 $144.796
$340,000
$70.895 $16.800
0
$42,000
$1.080.000
$82.500 $21,600
$0
$54,000
$264.600
840653 $5.292
$13.2%0 $12,169,149
$614.714
$117.486
$550,843
$160.472
$12.529,561 $7.332.585
$1.243.407
$1.819.772 $746.733 $478.473 $30.599.74¢
$1.654 818 $1.7112.136 $885,327
$895.441
$297.598 215,727 $174 541 £5.836,189
$2,396,800 $1.060.800
$172.5%0
$138.304 $103.728 $:4.576 $.907.088
872522 $1.804.056 $1.863.067 $961.009 35,500,685
$400,000 $414.000 $214.000 $1,020,000
$375.145
$234.000
$4.668.200 $2.000.700
32212000 $343.000
$491.450
$418.361 $437.626 $18.149 $11,802.731
$508,016 $12.176.458 $28.816.237 $16.561.983 3,341,704 $2,948.700 $491.450 $T0.844 507
$o $851.715 s2.015.628 $1.158472 $653.423 $206.255 $34.376 34,955,413
$508.016 $13,028.173 $30.831.865 $17.720.455 $3.995.177 $2.154.955 $525,826 $75.500,000
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Appendix D to Mental
Health Task Force Report,
November 30, 1999

Overview of Today’s Presentation

ArnOld VS. Sarn : Original Order and Blueprint

EXxit Stipulation
® Independent Review
® Supplemental Agreement
» Best Eftort
= Statewide Applicability

Arnold vs. Sarn from Inception to
_Supreme Court Affirmance

* Case assigned to the Honorable Bemard J.
Dougherty of the Superior Court

= Amold v. Sam class action was commenced as
; ; * January 16, 1985 Judge Dougherty ordered the
2 specialaction on March 26, 1981 ADHS and County to provide a unified and

hesiv tem of- ity health
* Defendants are the Arizona Department of cohesive system of community health care

gﬁ&ggzgﬁwm"a State Hospital, and * Final Judgement entered on August 1. 1986



- The Blueprint Era

® Defendents appealed the decision

= The Arizona Subneme Court removed the case ® LindaGlenn appointed to serve as the Court
from the Court of Appeals on its own motion Monitor in May 1991
® ‘The Monitor’s main responsibility was to -
- {nqa{\ldggf;’lsg?‘u%dq;fggup reme Court affimed the negotiate and monitor the Implementation Plan

also known as The Blueprint

The Implementation Plan was intended to ensure

thal. by September 30, 1995 the court’s judgement 2 In 1994 it was determined that the defendents
as affirned would be would not achieve full satisfaction of the
= Fully Implemented Blueprint requirements
> Comprehensive Mental Health System for class ® Negotiations entered into which resulted in the
memgers established Joint Stipulation and Exit Criteria approved by

the Court in February 1996
> Unnecessary and inappropriate hospitalization :
prevenied



Priority classmembers are individuals who are
or who have been:

w10 —

w

. aresident of ASH.

a resident of SLq)ervisdly care

a resident of a 24 hour residential program
a jail inmate with a major biological mental
illness. or

hospitalized twice ormore in a year. ora frequent
recipient of crisis services

Exclusive method for determining when the
defendents have established a system sufficient
to satisfy the requirements of state statutes as
interpreted by the Arizona Courts.

= Classmember means a person who:

1. is a resident of Maricopa County..

2. is indigent,

had

is seriously menually ill. and

- would reasonably benefit from appropriate behavioral
health treatment due to his or her mentaf illness.

o+

_____ Arizona State Hospital

= Bed capacity at ASH will be no more than fifty-
five (55) non-forensic beds for Maricopa
County.

= At least eighty-five (85) of the classmembers
will be individuals who had lengths of stay at
ASH greatér than one year.



Arizona State Hospital cont. consistent with the individual's needs and

— preferences and without which the classmember
ADHS to make available and maintain would not be able to move appropriately from
community living arrangements and supports ASH or a supervisory care home and remain in
to ensure appropriate discharge of the community.

classmembers at ASH.

* Community Living arrangement means an array
of flexible housing options with supports
necessary to provide a classmember who moves
from ASH or a supervisory care home with

appropriate services in the most normal and least
restrictive setting,

“Appropriate supports” means case management.
crisis intervention. respite services. meaningful
day activity and/or supported emplovment
services, and other support services for each
classmember who moves from ASH or a
supervisory care home to a community living
arrangemnent.

Since the joint stipulation was signed:

® Substantial portion of costs for community ® - 121 Maricopa County non-forensic
placement to be reallocated from ASH classmembers have been placed into the
community',

* AsofJune 30. 1999 Maricopa County SMI
population is 99.



Supervisog' Care and Board and

Care Homes

® ADHS must provide 300 community living
arrangements for classmembers living in
Supervisory Care,

= At least 200 of the community living
arrangements must be for classmembers who
reside in supervisory care homes identified by
the Court Monitor

County Correctional Facilities

= Must use "best efforts" to wansfer all other
classmembers who reside in supervisory care
homes to altemative settings.

= Defendants are required to “not transfer.
recommend for transfer. or assist others in
transferring classmembers to any supervisory
care home.”

= Since the signing of the Exit Stipulation, ADHS
has re-located over 203 people from
supervisory care homes to new community
living arrangements.

Inpatient Services

Utilize best efforts to develop one or more
programs designed to review appropriateness and
necessity for jail admission of class members
and facililtate jail diversion

Provide all classmembers with a Special Needs
Treatment Plan

Parties agree class members being admitted to
ASH, in part as a result of the lack of a fully
developed comprehensive crisis network.

Other class members may require acute or long
term hospitalization and may be better served in
altemative facilities associated with other medical
providers.



* ADHS to provide additional $4.300.000 to the
crisis system and keep crisis services as a
priority when additional funds become
available.

ADHS shall take all reasonable steps to prevent
unnecessary use of ASH for class members

* ADHS shall investigate the appropriateness and
feasibility of altemnatives and prepare a report
for the monitor.

= ADHS will make reasonable efforts to pursue
and maintain federal funds for housing support
services for classmembers.

® To the extent that, despite ADHS’ effort,
housing support grants currently funded by the
United States Department of Housing and
Urban Development (HUD) are not maintained
or continued. ADHS will use its best efforts to
obtain altemative funding for the continued
provision of the same level of needed services.

Service Development

® Reasonable efforts to ensure that adequate supported

employment and other appropriate vocational services
for classmembers are funded and provided through the
Arizona Rehabilitation Services Administration (RSA)
or any other agency established to utilize federal
vocational funds.

To the extent that. despite ADHS" efforts’ RSA does
not fully fund adequate supported employment and
other vocational services on a long term basis, as
needed by classmembers. ADHS will use its best
eforts to obtain altemative funding for the continued
provision of the same level of needed services.

The annual budget requests of the director of
ADHS to the Govemor during the tem of the
Stipulation shall be sufficient to maintain the
level of state funding which SUppOrts services
for classmembers in Maricopa County as of
July 1, 1994, as well as to fund the service
development and and other requirements of this
stipulation.




® The Director of ADHS shall use best efforts o
ensure that the Govemor fully adopts the
agency’s budget request for community
services for individuals with serious mental
illness in the executive budget to the
Legislature. The Director will. as part of the
Department’s annual written budget request in
accordance with Arizona law, provide the
Legislature with the amount and rationale of
ADHS budget request to the Govemor,
including why that level of funding is necessary
1o continue existing services and to develop the
new community services required by this
Stipulation, and will respond to legislative
inquiries

Once the Monitor has approved the plan, any data
and findings concemning compliance with numeric
standards which is generated by an approved
quality management system is “presumed to be
valid. and plaintiffs shall bear the burden of proof
to show that such data and numeric findings of that
quality management system is erroneous”.

Quality Management |

= ADHS will establish and implement a quality
management systemn that contains the processes
delineated in the stipulation and is consistent
with “accepted standards of practice in the
professional judgement of the Deputy Director
for the Division of Behavioral Health Services™".

= The plan must be approved by the Court
Monitor

The processes which address the adequacy of
services offered by a program must measure the
provider’s compliance with the six regulatory
categories goveming:

® human rights

® client rights

® Individual Service Planning

= the client grievance procedure

® residential program standards

® nonresidential program standards



The process conceming the adequacy of services
to individual classmembers must be sufficient to
render a reliable judgement with respect to at least
the following criteria:

® (a)whether the classnemnber has an ISP

" (b) whether the classmember is receiving
services which are consistent with his/her ISP

_ Appendix A

® (c) whether the classmember is receiving

o =t e —_

Summary of provisions in the Implementation
Plan that have been satisfied:

® Rules Promulgated

= Evaluation of persons in Supervisory Care
and long term ASH residents

® Single Case Management Agency

services which are adequate. appropriate and
least restrictive

(d) whether the classmember is receiving
services in the most normal and the least
restrictive setting. according to the least
restrictive means appropriate to the individual’s
needs. ,

DHS shall not develop any programs prohibited
by §126 after January 1, 199]

After September 30, 1992 DHS shall not place
a class member in any residential program of
more than eight persons or in any residential
program in an apartment setting where more
than 25% of the apartment units are occupied
by class members placed in such setting by or
through DHS



Appendix B

Summary of Provisions of the Implementation
Plan which have been incorporated in Agency

= For purposes of service development and Repulations:
placement, DHS and its agencies shall have a eg.u Rish
preference for housing and residential programs ghts
of four persons or less. ® Grievances
= ISP*s

® ASH and County Annex class members
have Individualized Treatment and
Discharge Plan incorporated in ISP.

. = Forall other classmembers, ADHS must
. _éppendlx C substantially meet their needs, as determined by

.Se lected Regulatory Standards and Degrees of their service plan. Standards which refer to non-

Compliance for Exit Criteria

priority classmembers “may consider” the

availability of resources n detemmining

* Standards which refer to “priority clients” are compliance.
to be applied without regard to the availability
of resources. Specific items for Measurement include:
= Case Managers
= Parties agree that the total number of priority »  Clinical Teams

clients is assumed to be 3.000 and shall not .
exceed that number. ®  ISP’s within 90 days

®  Periodic Reviews



®= Substantial Changes to ISP require client
consent

* The needs of priority clients are met,
consistent with their ISP

® The needs of classmembers are substantially
met.

® Classmembers participate in the ISP
= Special Assistance is provided

Both of the defendants shall file an Annual
Report

Either defendant may at any time prepare a final
report to the Monitor regarding full compliance

If the Court determnines that the defendant has
complied with all the remaining provisions of
this Stipulation. the Court shall issue an order,
solely as to that defendant. declaring that the
defendant is in compliance with this Stipulation
and will enter into a full and final satisfaction of
Judegment with respect to that defendant.

Disengagement Process

Upon completion of any individual provision of
the Stipulation, a defendant may file a motion
requesting the Court to find that it has complied
with that particular provision and that a partial
satisfaction of the Judgement with respect to that
particular provision be entered.

During this Stipulation, defendants will meet
with the Monitor and the plaintiffs every four
months to discuss progress and obstacles.

Throughout the tem of the Stipulation, there
shall be a Court Monitor

If unanticipated funding reductions occur
notification is required, reasonable efforts to
negotiate resolution is to occur, and any party
may request that the Court modify the Stip.

If there is significant lack of progress or a pattem
of noncompliance, the Court may modify the
Stipulation



If the Stipulation is vacated the relevant

provisions of the Implementation Plan, as itor’ ievw
determined by the Court at that tme. S be Court Monitor’s Independent Review
reinstated. ®= Disnuption in the system during 1997 and 1998
: caused concem on the part of plaintiff's and the
Any party may seek a modification of the Stip. Court Monitor as to the status of priority
The Court retains the inherent authority to members.
interpret, clarify. modify, or enforce the
Stipulation. ® InMarch of 1998 the ADHS agreed that the
Court Monitor should conduct an Independent
) . L Review to examine the Defendant’s efforts to
The parties agree that impossibility is a defense satisfy the requirements of Paragraphs 10 and
I any type of court action to enforce or compel 41 (Appendix C) of the Exit Stipulation.

compliance with the Stipulation, the Judgement,
or the Implementation Plan.

= The review was conducted in May and June of
1998 '

®= Although strengths were identified the report
concluded that the Defendant’s have not been
able to meet the performance standards
articulated in the Exit Stipulation,

* Asaresult the parties negotiated the
Supplemental Agreement which was approved
by the Court in December of 1998,



SUPPLEI\/IEI_VT AL AGREEMENT

Provisions of the Supplemental are enforceable
obligations that must be implemented to comply
with all of the remaining provisions of the Exit
Stipulation which apply to ADHS

If the Court finds that ADHS has complied with all
of the provisions of the Exit Stipulation. then all of
the obligations of the Supplemental Agreement
shall be deemed satisfied, regardless of
completion.

Principles )

Purpose

ADHS must evaluate the unmet needs of
classmembers and develop a specific level of
additional services to address these unmet needs
through new resources

ADHS must develop a significantly enhanced
provider capacity. particularly with respect to-
vocational. housing. and substance abuse services

The Supplement Agreement sets forth specific
standards and obligations for implementing the
purpose and principles of the Exit Stipulation.

It is not intended to create new obligations which
exceed the purpose and scope of the Exit
Stipulation .

ADHS must develop and implement strategic
plans for each of these programs areas.

RBHA will accept. support. and be obligated to
implement the actions incorporated in the
Supplemental Agreement

The Office of the Monitor must conduct
independent reviews of ADHS® efforts



Service Development

ADHS will retain the Human Services Research
Institute (HSR) as a consultant to determine

®= The type, intensity, and amount of services

® Amount of services necessary to comply with
the Exit Stipulation

ADHS has submitted a FY2000 service
expansion request of $32,169,00 to the Govemor

ADHS will make its best efforts to secure
approval for this request, consistent with §34 of
the Exit Stipulation

ADHS will submit an amendment request to the
Govemor that are adequate when aggregated
with other funds to fully implement the service

ADHS with assistance from the RBHA will
create three separate strategic plans

= Housing
= Vocational Services

= Needs of classmembers for substance abuse
services

capacity attachment and the housing, vocational
and substance abuse strategic plans

To the extent that such expected funds decrease
or are not realized ADHS will submit a future
budget request to replace such funds

The service capacity attachment and the housing.

vocational, and substance abuse strategic plans
shall be implemented by June 30, 2002



ADHS will ensure that the RBHA prepares and
submits to it a long-tem plan for improving the
clinical team process

_Clinical Team and Case Management_

= Structure

= Membership

®* Functioning

* Roles and responsibilities of the clinical team

L &gﬁ_c__e_:_ Provider Network

ADHS shall ensure that the RBHA develops
standards for the provider network.

RBHA to develop performance measures and
sanctions for noncompliance with the provider
standards

ADHS will ensure that the RHBA develops
functional clinical teams with enhanced clinical
leadership

ADHS will conduct regular reviews of the
operations of the clinical teams and the
cooperation. collaboration and coordination of
clinical teams with service providers in the
delivery of services to classmembers

Compliance with ADHS’ Rules and
__Monitoring

ADHS shall ensure:

®* Compliance by the RBHA and the providers
network with ADHS rules, Title 9,Ch.21,
Article 1-5

* ADHS shall establish specific standards

® The parties shall agree on these standards
which shall be filed with the Court and made a
part of this Agreement.



As provided in 416 of appointment order the
Monitor is authorized to monitor and make
findings conceming compliance with all
outstanding provisions of the Exit Stipulation and
this Supplemental Agreement

Reviews will occur until the Monitor determines
that the data generated from ADHS quality
management system is substantially similar to the
Monitor’s independent reviews

The Monitor will fulfill this responsibility by
conducting annual independent evaluations

The reviews shall determine at a minimum

® Whether the needs of classmembers are being

met ADHS will fund the Monitor's independent

compliance reviews which shall not exceed

. $100,000
®  Whether the clinical teams are operating

consistent with ADHS rules

®= Whether the standards described in 32 for
assessing compliance with ADHS rules are
being met



BEST EFFORTS

OnMarch 1, 1999 a status conference was held
with Judge Dougherty so that the Court could be
apprised of the status of the department’s budget
request to the Govemnor and legislature

On April 2, 1999 another status conference was
held as a follow-up to the March 1 conference.

* ‘The next FY 2002-2003 biennial budget

* The Legislative/Executive process for
detemining use of the tobacco settlement
monies

Al the direction of the Court, plaintiffs and
ADHS subrmnitted on May 26,1999 an
agreement to engage in a collaborative
process to secure resources and avoid the
Court’s intervention around best efforts.

The Court indicated at this conference that it
would take a heightened role in the case in order to
avoid litigation regarding best efforts and to not
miss any further opportunities to obtain the
necessary resources

Opportunities identified by the Court include:

* ADHS budget request for the second half of the
2000-2001 biennial budget

®'The Task Force required by HB 2477

STATEWIDE APPLICABILITY

While the lawsuit was brought in Maricopa County
Superior Court and is clearly directed to the
system and classmembers in Maricopa County.
ADHS has always approached the broader aspects
of Amold on a statewide basis.

While some issues are peculiar to Maricopa
County, the statutory mandates regarding mental
health services that serve as the foundation for the
plaintiffs’ case apply statewide. -



As a result, ADHS views all matters pertaining to
services for the seriously mentally ill, unless
clearly and specifically relevant only to Maricopa
County, as having statewide application in terms
of funding and program requirements.

The SMI Rules are applied on a statewide basis
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Presentation to the
Task Force on Improving The Arizona Mental Health System
of the
Arizona State Legislature
by Anne Ronan
August 31, 1999
Good Morning. Thank you for the opportunity to review with you from the plaintiffs

perspective the status of the Arnold v. ADHS litigation.

My name is Anne Ronan. | am an attorney with the Arizona Center for Disability Law, formerly
part of Arizona Center for Law in the Public Interest. The Center represents a class of indigent
persons with serious mental illness in Maricopa county in the Arnold v. ADHS litigation,

commonly referred to as Amold v. Sarmn.

What I hope to do this moming is review with you a history of the case briefly, identify for the
Task Force what the priorities are from the plaintiffs’ perspective, and then answer some of the

questions that were raised by Ron Smith’s presentation last week.

At the time the fawsuit was filed, Charles Arnold was the Maricopa County public guardian.
Many of the individuals for whom he was the appointed guardian were persons with serious
mental illness. His wards were living on the street, in substandard board and care homes and

regularly cycled through the state hospital, often discharged in stable condition to no services.

The lawsuit was filed to enforce the numerous state statutes the required services be provided in
the community. The class of persons who are the plaintiffs in this case arc the most fragile and

vulnerable persons in our community.

Prior to filing the lawsuit, the legislature through the enactment of a series of progressive statutes
had mandated that the Department of Health Services and the Arizona Counties provide
a continuum of coordinated community mental health services to persons with serious mental

illness who could benefit from those services.

ATTACHMENT__[_



VSN TUS s 4% 40 ML i ULIDSABLL LY LAW 602 274 6779 P.03

The lawsuit was filed in 1981, but the trial did not actually occur until 1985 and the Trial Courts
judgment was not rendered until 1986. The trial court interpreted the state statutes to require the

state and Maricopa county to develop the adequate community system.

The state and the county appealed. It was not until 1989 that the decision from the Arizona
Supreme Court was issued. The Court found that in 1989 Arizona was the last among the states

in providing services to the chronically mentally ill.

After the Supreme Court’s ruling, the state and the county joined together in proposing a plan to
develop the community mental health system. This plan is called the Implementation Plan or
Blue Print. It is important to note that the plan did not originate with the court but came from the
state and county. The plan developed by the state and county was in their opinion a competent

plan to build the adequate system required by the legislature.

The plan was very ambitious. In the plan the state and county proposed that they would develop .
the infrastructure, the rules, the administrative capacity within ADHS and the services for what at
that time was between 4,000 and 6,000 person with serious mental illness by 1995. Furthermore,

the state would submit adequate budget requests annually to support the plan.

There was a great deal of progress made in the early years. Specifically, 104 of the commitments

made in the original Implementation Plan were accomplished by 1995,
These accomplishments are quitignificant and I would like to review them briefly.
Agency rules incorporated the principles for operating the community system.

Agency rules promulgated which describe

the eligiblity process,

assessment, '

service planning,



right of classmembers,
appeal and grievance rights,

protections from unnecessary seclusion and restraint.

Agency rules were promulgated for provider agencies.

Agency rules defined the case manager roles and responsibilities.

Agency rules established the right and process for each individual to have a service plan

which addressed their needs.

Ombudsman office was created.

The development of the service System was begun with the formation of clinical leams
including the hiring of doctors, nurses, and case managers and the opening of clinic sites

throughout the county.

Homeless outreach teams and jail diversion teams were established.

Inpatient services were established in the East and West valley.

In the first few years following the Implementation Plan the legislature appropriate significant

increases in funding for services.

In addition, Arizona began receiving Title 19 [Medicaid] funding for the first time for mental
health services. We were the last state to request and receive Title 19 funding for mental heaith.
The population of eligible Title 19 persons in relation to the non-eligible Title 19 population has
continued to grow and the funding for services for this population has grown. However, it is
important to note that between 50 and 60% of persons with serious mental illness currently

enrolled are not Title 19 eligible.




As Ron Smith reported in 1995 the state and county had not met the obligations in the Blue Print. .

When we looked at where progress had not been made we found that many of the most
vulnerable clients were not having their needs met. These included those still at ASH, or in
substandard supervisory care homes, person who were homeless, in jail, or in and out of crisis

and inpatient settings.

In 1995 the Implementation plan was replaced by the Stipulation on Exit Criteria and

disengagement.

Our Priority in negotiating the Exit Stipulation was to make sure that those most vulnerable

persons needs were met.

What was important from our perspective in entering in to the Stipulation was

| ®
-The state and county agreed to maintain the accomplishments they had already achieved
-The state agreed to meet the needs of four groups of classmembers

For each group the requirements were different
-People leaving ASH: the state must provide those supports and services necessary for the

person to live in the community.

-People in substandard supervisory care homes: for % of the population the state must

provide those supports necessary for the person to live in an appropriate setting.
-For a group described as the priority group: the state must provide for 80% all supports
and services necessary. The four groups were:

persons who had been at ASH after 1993

persons who had been in substandard supervisory care after 1993

persons who had been a resident of 24 hour program after 1993 ' ‘



persons who were hospitalized 2x in a year or frequent user of crisis

-assumption is that this group is 3,000
For the balance of the class, the state had to substantially meet the needs of 80%.

It was our concern that the most fragile clients’ needs be addressed first, and we believed that if
the state could sustain a service system that met the needs of those class members it would have
developed to a point where the court would no longer need to be involved.

In addition, we believed it was critical that the state develop an internal quality management plan
and that the county develop programs to divert persons with serious mental illness from the

jails.
Once again, in the first two years a significant effort was made to address these commitment.

However, in the fall of 1997 we reviewed the status of a number of priority clients and found that
many of them were not doing well and, in fact, we believed the system development had lost
ground. Some of the individuals who had left ASH were without the supports and services they

needed to remain stable in their community setting.

In the spring of 1998 the Monitor’s office oversaw an independent review which identified
specific deficiencies in the care and services provided to the class. Following the review the state

agreed to take some very specific steps which are contained in the supplemental agreement
-The specific deficiencies that the agreement addresses from our perspective are

-A detailed plan for developing and improving services to person with serious menta)

illness who have a co-occurring substance abuse problem. It is estimated that between 40

and 60% of the class have such cooccurring disorders.

Plan is done, in implementation stage .




-A detailed plan for developing housing and residential capacity
Plan is done, in implementation

-A detailed plan for developing employment and vocalignal services
Plan is done in implementation '

-A specific statistically sound analysis of the amount and cost of additional services

needed to meet the Exit Stipulation requirements.

Completed and approved by the state and court.

-A plan for improving clinical teams and case management services.

Outstanding

I believe that for the first time since the Court approved the Implementation Plan in 1991 all
parties, the current plans, strategies and commitment of the state if funded and implemented wil) .

resolve this litigation.
Response to questions raised by Ron Smith presentation

First, Chairman Bush is correct that the reduction in the census at ASH was predicated on the
development of services in the community. In order to sustain a reduction in census two things
needed to occur. First, services needed to be developed for the over 100 plus residents at ASH
who no longer needed inpatient restrictive environment. Second, services needed to be
developed for person living in the community to keep them stable so they would never need to

goto ASH.

The initial calculation was that on the average it would cost $55,000 per person to develop
services for the residents of ASH. About $5 million was moved from the ASH budget when
approximately $7 million was needed. Once ASH became back filled with forensic patients it .

was no longer possible to move the money to the community.



No money was available to do the second half of the job, that is to develop services to prevent

long term hospitalization.

At the time we signed the Exit Stipulation the census at ASH was around 400. About 120 were
individuals who had been there over a year. The balance almost 2/3 were there for between 30-
60 days. The state believed and quite correctly that these individuals probably didn't need to

have come to ASH, but services didn’t exist to prevent their admission.

When we arrived at the 55 number we looked at the same criteria M. Silver suggested needed to
be considercd today.

Number of community residential beds

Effectivencss of acute inpatient treatment in community hospitals

Diversion eftorts from hospitals and jails

Number of crisis stabilization beds
In states that had well developed community systems the need for long term beds was less.

With respect to supervisory care homes, first it is important to note that the homes we are talking
about are not and were never licensed to provide mental health services. Secondly, the ones
which took persons with serious mental illness were often health hazards and in very poor parts
of town. The new licensing category which subsumed supervisory care, assisted living facilities,
prohibits the admission of persons who require 24 hour supervision for behavioral health

disorders.
We are working with the state on an incremental develop of budget requests which builds a set of
core services for the most needing. Those include, housing, vocational/day; clinical services and

medication.

| will take any questions.
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iELow salaries
L ow morale
Lack of education and training

High case manager/consumer ratios

MHigh turnover

S Criteria for priority status
- ASH

Inpatient Hospitalization
Frequent Crisis Calls

- 24-hour Residential Care
In jail with a major biological mental iliness

BRE it Stipulation specifies that standards that
apply to priority clients must be applied without
any consideration of available resources.
Service planning for non-priority consumers

with a SMI may take availability of resources into
consideration.




¥ 810 total staff (10111199)

- 19 Adult
~ 4 Child/Adolescent

54 Clinical Teams
~ 47 SMI Adults
- 7 Child/Adolescent

343 Case Managers

Turnover rate:
- 4.96% (9/30199)

i 23 Case Management sites

Position Number |-

Min. Credentials
{as_of 6/99)

Case Managers 343

Bachelors in Social Science

Coordinators/
Clinical Leads

Lead Case 54 Bachelors in Social Science
Managers
Clinical Care 13 Masters in Social Science

Nurses 70

Diploma in Nursing; Arizona
Registered Nurse

Physicians 54

M.D. Degree
Psychiatric Specialty




Assist in monitoring, maintaining and modifying
services

Assist in finding or developing necessary resources
other than covered services to meet basic needs (i.e.,
food, shelter, clothing)

Identification and documentation of unmet service
needs to be used by the organization in the
expansion of existing services and development of
new programs

Other activities as needed to enhance treatment
effectiveness and compliance

Phase determined based on Alfa score which includes measures
of diagnosis and level of functioning and individual need.

. Phase | No.of SMi Criteria Minimum Case CM

. Consumers Mgmt. Contacts Ratio

. | 2449 Alfa Score CM > 1 week 1/20

i including MD > 1 month

h Diagnosis

i n 6622 Level of ﬁgﬁ;: weetl:\ 1735

! Functioning 2y mon
Senous Medical 4

] 1892 Issues CM > 1 quarter 17120 |

Individua) Needs | MD 2> 1 quarter i

* As of August 21, 1999




omeless Qutreach:

orensic Case Management Team
BAMSA Vocational Teams

Pual Dia-lgnosis Team

ASH Teams

ail Diversion

btargate - Homeless Case Management Team




. Qs

p+C 114 134
B+ 300 300
HP HUD 125 12% ADOC 3299 400 fune 2001
hil Rrookside (resideni 4 ADQC $147 702 P
HP 3 ADOC 51450001 zog2

= 251 Jan 2000
bM 4 A 23
bHP HQU 20 ABC mn]__m'lm—l 2000
RHE SHAN [esiden HiY ) 10 ABC 380261 lan 2004
FHP HR Domestic vioclen . ABC $ 616,084 ) 2000
HP SWEAH ¢ential HiV, 9 ABZ $31.190 April 2000
HP HS? L34 ABC $281 253 N 2000
HP CASS 10 ABC $22953] June2000 |
el $ 73211

1

11




Additional gaps exist in the treatment and housing
continuum, either because of lack of availability or
lack of accessibility.

- Persons leaving correctiona’ facilities

— Persons with felony conviclions or who are on probation and
parole

| — Persons who are in trealment for substance abuse and who
have a correclions history are almost impossible to house.

ransitional housing is difficult to find and expensive.

-= Housing that includes transition treatment
interventions is not available in the current array.

' Consumers who have a dual diagnosis but not a SMi
are forced to prove SMI status and downplay their
substance abuse problems to obtain housing.

Families living in shelters who have a family member
with behavioral health needs, whose condition is
exacerbated by the transient nature of their housing.

| gConsumers living in inappropriate situations.
— Non-recovery oriented environments

~ Supervisory care homes per Arnold v. Sarn
On the “Discharge Ready"” list at ASH

Living with inappropriate partners

13
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¥ Ata national level the provision of behavioral health
and housing services to persons with mental health
disabilities is at a critical junciure.

®  According to the National Technical Assistance
Center for State Mental Health Planning:

® “The erosion of affordable housing stock,
® diminishing federal funds,
® shifts in control from the federal level to the state

and local levels,
and the emergence of managed care

® Although these changes present significant challenges
they also represent opportunities to reshape public
policy and to improve consumers’ access to safe,
decent and affordable community-based housing

B by creating new partnerships that explore ways to pool
resources across housing and service systems.”




Seriousty Menally HI
Dual Disgnosis

Chroaic Substance Abuse

2930 individuals and family members

2400 individuals and family members

10,680 indviduals and family members

800 indviduals and family menbers

1999 Continua of Care for the homeless

Maricopa Caunty
Pima County
Balance of Arizena

&2
11% of otal homeless 14"
9% of total homedess
40% of tetal homelers

3% of rotal hemeless

ASH - - Inpatient Pyychiatric Haspital - - 24 Rexid

Tspe of Pograms Valc Opiams ~~ CPSA PGBHA
HUD Supporth ¢ (SHP) m 13 ”
HUD Shehar + Care {$+0) 6114 203 °
HuD ! 3 o o
HUD Scction § 1000 %63 o
14 Hour Residential m ns 36
Superised Indepandens Living 359 " b
O L L3 -
Toual 2637 H30 9%

NARBHA EXCEL Toud
12 " ¥}
-] 1 LM
o o 3
1 20 157
0 38 b2
» e 3
° 3 1]

Currently in Maricopa County

L Nearly 2657 consumers receive housing assistance.
= However, there are few housing options available.
.

Almost 1,200 of these units are HUD funded.




Housing options are concentrated either in
Independent with and without wrap around support.
n Semi-independent living.
. 24-hour residential care.

Tvpe of Program £of Units GemtRecipient Annual Cost iraton Date
S+C 143 ADOC $ 913,500 June 2000
S+ 280 ADOC $ 1,300,000 June 2000
S+C 200 ADOC $ 1.301.900 June 2001
SHP (2 projects) 133 ADOC $ 948300 June 2001
SHP 06 ADOC $ 145000 Dec. 2002
SHP (5 projects) 13 ABC $ 2631865 2000
Total 895 $ 7,739,665

The State has the responsibility, under a court settlement
agreement to:

= Aggressively apply for federal housing funds.

L] Make best efforts to obtain alternative funding if
HUD funding is not received.

The projects for individuals with a serious mental illness
are a high percentage of the currently funded HUD
homeless projects in Maricopa County.

The competition for scarce HUD resources has caused
substantial anxiety in the local homeless provider network.




In calendar year 2000, $59 units of housing for
individuals with a serious mental illness will require
renewal funding.

There is significant likelihood that not all of the units
will get refunded in the current HUD competition.

We project that as many as 93 to 280 Shelter Plus
Care units may be at risk at an annual cost of
$600,000 - $1,800,000.

n In calendar year 2001, an additional 325 units will

be up for renewal funding at an estimated annual
cost of $2,300,000.

“the State will continve to aggressively apply for
renewal funding from HUD sources, as required by
Amold v Sam.

Budget requests for unfunded units will be
included in Commerce’s annual budget request (a
request for complete renewal funding was included in
Commerce’s 1999 budget request).

—

&  Continue to work with HUD to change statutory
language regarding mandated S-year refunding of
Shelter Plus Care projects, asking for | to 5 year
funding based on local priorities.

®  Apply to HUD in 2000 for mainstream Section 8
certificates statewide to transition current Shelter
Plus Care recipients to permanent Section 8 rental
assistance.




Work closely with HUD and the Arizona
Congressional delegation to shift the cost of Shelter
Plus Care renewals from the Continuum of Care
(competitive) account to the mainstream Section 8
(non-competitive) account.

Work closely with HUD and the Arizona
Congressional delegation to support the
Administration’s current budget request for
18,000 new incremental Section 8 vouchers for the
homeless, some of which would be allocated for the
disabled, including individuals with a serious mental
illness.

= Continue to work with Public Housing Authorities
and affordable housing developers, both for-profit
and non-profit, to set aside a % of affordable
housing units for this population.

= Continue to work with the Legislature to develop
funding sources for both existing housing units and
for units to meet future housing needs of this
population

Other gaps exist in the treatment and housing
continuum, either because of lack of availability or
lack of accessibility.

®  Persons leaving Correctional Facilities.

B Persons with felony convictions or who are on

probation.

®  Persons who are in treatment for substance abuse and

who have a corrections history are almost impossible
to house. '




Transitional Housing

Other Populations
n T.ransitional housing for alr_nost all populations is ®  Consumers who have both psychiatric and substance
difficult to find and expensive. abuse disorders but who do not qualify as individuals
® Transitional housing that combines transitional with a serious mental illness, are forced into trying to
treatment interventions (preparation for de- prove SMI status and to downplay their substance
institutionalization whether from treatment or abuse problems in order to obtain help with housing.
correctional facility, or preparation for movement toa :
more independent living situation) is not systematically
available in the current array.
Consumers Currently Housed in Inappropriate
. Living Situations

Families living in shelters who have an adult or child
with behavioral health needs, whose condition is
exacerbated by the transient nature of their housing
situation.

Living in non-recovery-oriented environments.

Supervisory Care Homes per Amold vs. Sam.




Living with inappropriate partners.

On the “discharge ready” list at the Arizona State
Hospital.

Persons who have been previously evicted or who fail
rental applications.

A behavioral health service agency that provides a
structured treatment setting with daily 24-hour
supervison, on-site medical care and an intensive
treatment program.

S L R M egih Y

A behavioral health service agency that provides a
structured residential treatment setting with 24-hour
supervision and counseling or other therapeutic activities

for clients who do not require on-site medical services.




Services provided to SIL clients within the facility may
include behavior management, counseling, medication
monitoring and other services that allow the client to
maintain independent living.

Clients do not receive 24-hour supervision but are
monitored based on their individual functional level.

Expenditures for room, board utilities and other related
living costs are not Title XIX reimbursable.

Subsidy payments to assist a client with rent, utility or
other living expenses that allow the client to live
independently in a safe, healthy environment that meets
the client’s needs. This is not a Title XIX reimbursable
service.

Clients may receive “wrap around services” such as
behavioral management, counseling, medication
monitoring and other services that allow the client to
maintain independent living.




HUD rental assistance housing program specifically to
provide permanent supportive housing for homeless
persons with a disability. HUD provides funding for the
rental assistance to program participants and the local
program provides match funds for supportive services
equal to the amount of the HUD rental assistance
provided.

HUD homeless assistance program that provides funding
for transitional and permanent housing, including
supportive services, for any homeless subpopulation.
Matching funds requirements vary depending on the type
of program being operated.

i P1 ~

HUD housing development program specifically designed
for persons with disabilities. HUD provides capital
advances to non-profit sponsors for the development of
small housing projects and provides housing operating
subsidies to run the facilities. Local sponsors must make
arrangements for the provision of supponive services to
the disabled persons being served by the project.




HUD’s principal housing program to provide rental
assistance for low-income persons. Section 8 has several
components including: tenant-based rental assistance
administered by local public housing authorities (PHAs);
and, project-based rental assistance tied to specific private
rental properties. HUD has recently set aside specific
numbers of housing units to assist disabled populations
through the Mainstream Program, which can be
administered by PHAs and, in some cases, by non-profit
organizations.

HUD funds administered by local governments to provide
arange of affordable housing activities for low-income
persons, including disabled populations.

State program to assist in the development of affordable
housing projects for low-income persons in Arizona.




Tax credits made available to developers of affordable

HUD funds administered by local governments. Can be !musing for low-i_ncome persons. T:}x credits are S.OId to
used to provide funding for the development of housing investors to provide substantial portions of(h_e capital .
for low-income disabled persons necessary to development rental units. In Arizona, special

priority is given to projects serving very low-income and
special needs populations.

Tax exempt bonds can be issued to provide development
capital for affordable rental housing projects. Bonds can
be used in conjunction with Low Income Housing Tax
Credits.
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Arnold V Sarn Service Capacity Plan

1.0 Background

This study of the mental health service nesds of persons with serious mental
illness in Maricopa County was commissioned by the Arizona Division of Behavioral .
Health Services (ADBHS). The ADBHS commissioned the sudy pursuant to the
ongoing provisions of the Arnold v Sarn agresment and the direction of the Court
Monitor. The Human Services Research Instinnte (HSRI) provided the independent
expert services required by the study. HSRI employed resource allocation planning
methods used in over a dozen other states (Leff, 1998). These methods combine clinical
experuse with statistical methods and computer implemented simulation technology
developed in a collaboration berwesn HSRI and colleagues at the Massachusetrs Instinnte
of Technology (Leff, Graves, Natkins, & Bryan 1985; Leff, Dada, & Graves 19%86).
HSRI used data on client fimetional status, service ne=ds and outcomes, and service costs
collected in Arizona and other states. As part of the planning process, the data from
Arizonzame-other states was validated by checks for completeness and consistency. As
needed, the data was adjusted to reflect particular features of the Arizona mental health
system and curent labor market conditions. The specific tasks required by the study,
carried out over a period of six months; are described below.

2.0  Objectives
Thcobjecﬁvsofﬂ::hdcpmdcmmdywcrctocstimaxcmctypcs,momm, and
costs of mental health services needed by persons with serious mental illness in Maricopa
County.
The tasks involved in the study are listed-helow and discussed insoatiens 3.8

* Assess dam quality of ADBHS management informzﬁon'syst:m data,

* Estmate distribution of persons by fimctional level based on Client Intake and
Assessment files. )

. Dct:nnincanddcﬁncsavic_stobcpmvidcdtodicmsintbcADBHS system
based on taxonomies from Arizona and other states. .

. Esn'matcsuviccunitcostsbasedondaraﬁ'omA.rimnaandothcrsmcs.

* Prescribe types and amounts of services for s&iously mentally ill persons at
different functional levels using data and expert judgements from Arizona and
other states,

. Estimazcannualsaviccsyst:mcosts,mkingintoaccmmtcsﬁmatcdscrvic:
nesds and it costs and consumer outcomes.
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The clinical principles underlying the smudy were that persons with
severe mental illness should bz provided weamments that:

« Ensure consumer and community safety;

» Are ]east resmctve;

» Are flexible and change as needs change;

e Promote maximum consumer funcu'oning, empowerment, and recovery;

» Are the most cost-cffective means for amaining the above ends.

3.0  Assess Data Quality

HSRI inspected ADBHS data for 1998 from the perspectives of the face validity
of client assessment instruments used, the reliability and validity reported m the literarure
for the Colorado Client Assessment Record (the major assessment instrument employed:
by ADBHS), the completeness of data, the comparability of the data to data from other
states and from an earlier Arizona project, and the construct validity of the client
assessment data. The latter task involved developing algorithms for assigning persons to
levels of functioning and exploring the association of these measures with other measures
of functioning, clinical status, and problems. After smdy, HSRI judged the quality of the
data available from the ADBHS to be adequate for the planning process. Materials
resulting from these activities are provided in Aftachment B.

4.0 Estimate Functional Level Distribution

Consumers were categorized into six functional level groups using a framework
suggested by the Resource Associated Functional Level Scale (RAFLS) (Leff, Swartz,
Cohler and Schiesinger, 1985). The RAFLS categories are described in detail in
Attachment B. The RAFLS is a single dimension global scale that has seven levels, six
of which indicate the need for mental health services. Lower scores indicate higher
levels of dangerousness, more disruptive symptomatology, less ability to cooperate in
one's own care, fewer independent living skills, less stress tolerance, and more need for
mental health services. This scale has been shown to have characteristics that are
consistent with the criteria listed above and the objectives of defining priority clients and
developing practice guidelines. The RAFLS levels have acceptable inter-rater reliability,
face validity and construct validity for clients differing in clinical and sociodemographic
characteristics. Importantly, RAFLS levels can be related to service prescription and
outceme information collected by HSRI. '

Several algorithms for assigning consumers to functional groups were considered
and revicwed by the planning process participants. A list of the plarming process
participants can be found in Attachment A. Thesc algorithms were reviewed in terms of
their logical coherence, relationships to other measures, and similarity to data from other
states. Distributions were developed for consumers who received assessments prior to

08/05/99
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1998 (the “snapshot popularion™) and for persons who received mtakas in

1998 (the “arrival population™). An algorith besad on actual ADBHS data ' ¢
was selected by HSRL Tae distributions based on the algorithm are described below and
on the following pags for the saapshot and arrival esumates.

TABLE 1. Estimated Snapshot Feaciionai-Level Distribution:
Percents and Number of Consumers in Planning Population

RAFLS LEVEL % Number

1 1 840

Dangerouos
t:ngmus ™ scif or sthers and unwilling or ansble m

Perate in ows care. Requires 24-hoar superviioa.

2 12 1428
Unable to Fynction. Carrent. psvchistric Symptoms
[Aulh!

mable to fonctios, current psychiatric symptems
acute) resalt in bekavior that is serismsly disruptive or

¢t risk.
3 . 29 3516
Lacks ADL/Personal Care Skills .__
Lacis ADL/personal care skills: sympioms ne loager
t::ltil bebavier that is serionsty disrwptive or at
4 13 1536

Lacks Community Liviey Slilis
Abie to carry owt ADL persenal care skills but lncks
ko mmunity Fring skills

5 18 2124

Needs Rele Support snd Trainine
En perform rele fuactions minimally with frequest
Pport and traimimy .

6 21 .- 2556

Needs chﬂrummmazwiu Extreme

Stress of Seeks Trestment to Maiotuin or Exbance
Personal Pevelopment

iCan perform role functions adequately
Total 100 12000

08/05/99
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TABLE 2. Estimated Arrival Functional Level Dish'ib.ntion:
Percents and Annual Numbers of Consumers in Planning
Population

RAFLS LEVEL % Number

1 ) 9.1 204

Daneerous
Dangerous to self or others and wawilling or aaable to
cooperaie in own care. Requires 24-boar supervision.

2 214

Unabhje to Function. Carrent. psvchiamic Symptoms
{Acute)

[Unable w fanctiea, curreat psychiatric symptoms
,:amtz) resalt in behavior that is serjously disruptive or

wn
~
~

t risk.

3 29.8 754
Lacks ADL/Persons]! Care Skills

Lacks ADL/personal care skills; symptoms so longer
It in bebavior that & seriously disruptive or at

4 15.8 389
Lacks Commaunity Liviny Sidlls

Able to carry out ADL personal care skills but hacis
jcommunity living skills

5 14.1 347
Needs Rale Support rud Training
KCan perform rele functions minimslly with frequent
;npponnd training

6 9.7 239
Needs Sepport/Treatment to Cope with Extremne

Stress or Seels Treatment to Maintain or Eghance ;

Persoual Development

ICan perform rele functions adeyuately i
Total %9 2363 -

5.0 Determine and Define Services

In consultation with the planning participants, HSRI developed a list of services
and service definitions judged necessary for persons in the planming population. These
services were suggested by reviews of services provided in Arizona and other states,
consideration of the scientific literature on evidenced based mental health services, and
the literature on consumer and family preferences (Meta-Analysis of Studies on

© 08/05/99
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Community Support Program Servicss,1999; Schizophrenia PORT Treament
recommendations,1996). The service domains covered included: residenual,

emergency services, hospital and crisis, treatment, outpatient treatment, rehabilitation and
Support. Services were sclected that were consistent with the scientific evidencs and the
clinical principles cited above that services should ensure consumer and community
safety, be least restrictive, respond flexibly to changes in nesd, promots functioning,
cmpowerment, and recovery, and be cost-¢fTective.

The final list of 35 services, organized by domain is presented below. Other
waterials related to this activity are presented in Attachment C.

Table 3. List of Services in Needs Assessment By Service Domain

Residential

Outpatient Treatment (Cont)

1. Intensive Stafi/ Supervision

18. Group Psychotherapy

Subsidy

2. Moderate Staff/ Supervision 19. Family Psychotherapy

3. Minimum Staff/ Supervision 20. Therapeutic Supervision

4. Independent Living w/ Housing Subsidy | 21. Outpatient Detoxification
13- Independent Living w/o Housing 22. Substance Abuse Counscling

6. Specialized Residential

23. Methadone Maintenance Clinic

Emergency Rehabilitation

7. Cnisis Outreach 24, Psychosocial Rehabilitation

8. Crisis Emergency Walk-In 25. Consumer Operated Sexvicss

9. Cnisis Residennal 26. Vocational Assessment

10. Respite Care 27. Supporied Employment

Hospital 28. Support Education & Other
- Educational Services

11. Inpatient - Specialty/State Support

12. Inpatient - General 29. ACT

13. Inpatient - Forensic

30. Inteasive Clinical Serdicss

14. Inpanent - Detoxdfication

51. Medicanon Management

) Outpatient Treatment

32. Protection & Advocacy

15. Evaluanon (Diagnosis)

33. Client Transportation

16. Court Ordered Evaluanon

34. Family Psychoeducation

Ll?. Individual Psychotherapy

35. Friend Advocacy

08/05/99
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6.0  Estimate service unit costs based on data from Arizonz and other
states.

Unit service costs for 18 states were examined. For data prior to 1998, an
inflation rats equation was utilized to provide updated costs. This equation was based on
data from the Bureau of Labor Statistics’s Consumer Price Index — for Medical Care
Services. For some servicss, unit costs were calculated using information provided and
reviewed by the planning process pamcmants relaring to staffing patterns and
assumptions about amounts of service to be delivered. In addition, whenever possible,
unit cost estimates were compared with unit cost estimates in the published literature on
services for persons with severe mental illness. The final service unit costs estimated by
HSRI and the planning participants are listed on the following pagc

R 700 4
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TABLE 4. Unit Costs Estimated for Services in Needs Assessment
RESIDENTIAL UNIT UNIT COST
1. intensive Staff Supervision Days $250.00
2. Moderate Smff Supervision Days j$200.00
3. Minimum Saff Supervision Davs $50.00
4. Independemt Living w/ Housmng Subsigy Days iS11.51
5. Independent Living w/o Housing Subsidy* Days |
6. Specialized Residennal Days 75.00
EMERGENCY SERYICES

7. Crisis Ouwreach Hours $115.00
8. Crisis Emergency Walk-In Hours $166.00
9. Crisis Residential Days |$285.00

.. 10. Respnte Care Days $152.00

HOSPITAL & CRISIS
11. Inpatient - Specialty/State Days $285.00
12. Inpaticat — General Days $440.00
13. Inpatient — Foreasic Days $285.00
14. Inpanient — Detoxification Days $150.00
. TREATMENT -
15. Evaluation (Diagnosis) Hours 1$110.00
16. Court Ordered Evaluation Hours $110.00
17. Individual Psychotherapy Hours 335.00
18. Group Psychotherapy Hours $20.00
19. Family Psychotherapy Hours $30.00
20. Therapeunc Supervision jHours 525.00
21. Owpatient Detoxification Hours $75.00
2. Substance Abuse Counseling Hours 1$75.00
23. Methadooe Mammenance Clinic Week $75.00
REHABILITATION

|~ -"_24 Psychosocial Rehabilitation - - Hours 1$11.00
25. Consumer Operated Services Hours $5.00
26. Vocatiomal Assessment Hours $60.00
217. Supported Employment Hours 360.00
28. Support Education & Other Educational Services Hours $30.00

SUPPORT

29. ACT Hours 5123.00
30. Intensive Clinical Services Hours 3$90.00
31. Medication Management Hours 364.00
32. Protection & Advocacy Hours |$22.50
33. Client Transpormtion Hours - 510.00
34. Family Psycho-educanion Hours $60.00
335. Friend Advocacy Per person 5835.00

* Independent Living w/o Housing Subsidy does not have an associated cost because the assumption is that

housing costs are paid by other sources.

08/05/99
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7.0 Prescribe types and amounts of services for seriously mentally ill
persons at different functional levels using data from Arizona and
other states, the scientific literature, and cxpc!'f judgements.

Service prescriptions (types and amounts of service) for functional groups were
estimated 1o achicve the goals embodied in the clinical prmmpl:s cited above. These
recommendations were based on prescriptions from a previous Arizona study, other states
(¢.2., Rhode Island and Western Massachusetts), expert judgement, informarion about the
current /Arizona system, and the scicntific literature. For each functional level the percent
of consumers that should recsive a2 s=rvice and the average amount that recipients should
be deiivered monthly were determined. The final prescriptons per functional level were
determined by HSRI in consultation with the planning group. These prescriptions were
tested against dara from other states, the professional literamure, and earlier studies in
Arizona to confirm their validity and reliability.

Table 5 provides an example of service prescriptions for the residential services
domain. When these two columns are multiplied together (average percent per month .
and average amount per month), they producs the average monthly utilizgian pes person
in the planning population. AttachmentD contains the final pnscnpuons for Arizona
along with the associated unit costs.

TABLE 5. Example of Service Prescriptions

Average % Per Month Average Amount Per Month
-
Unit |Usit 172 [3 [4 [5 [6 |1 2 3 4 5 6
cost
RESIDENTIAL |- -
p- -~ p-wn:!r'-'- -
Intagsive: — - - }-Duys- 15250 U T - bovam- 13042 - | 3042 | 3042
Stafl/Supervision
Moderate Days | $200 1025 |151151]10 3042 13040 |304 30.4? 30.42
Stafl/Supervision B '
Minimum Days | §90 20 1 25 3042 13042
StafU/Sapervision
Indep. Living Days | S11.50 [ 35750 |25 |30 | 45 | 45 | 3042 {3042 | 3042 1 3042 30.42 | 30.42
wisubsidized
housing
tndep. Living Days 25730 |25 |25 |45 | 55 | 3042 | 3042 | 3042 | 3042 | 3047 3042
w/o sub. Housing
S.peaahzx:d Days | 275 20125 |7 s 3042 | 3042 | 3042 | 3042
Residential ’

08/05/99
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8.0  Estimate annual service system costs, taking into account
estimated service needs and unit costs and consumer outcomes.

Afier estimating the informarion described above (numbers of persons 1o be
served categorized by functional level, typ=s and amounts of services needed, and service
unit costs), HSRI entered this informarion into a dynamic compaer stmulation. This
simulation estimatss servics wtilization and expenditures for a comprehensive, full
capacity service system, taking into account projected service needs and outcomes.
Outcomes were sstimated drawing on evaluation research conducted in Arizona (Leff,
1998), and other states (Hargreaves, 1986; Leff, Graves, Natkins, & Bryan 1985). HSRI
then explored a variety of planning options with the participants in the planning process.
The estimated service system costs for a fully funded non-dynamic mode! and a dynamic
mode! assuming client improvement given a comprehensive, full capacity service system
are summarized in Table 6, on the following page. Column 2 shows costs for all clients
at 100% of costs. Column 3 presents costs for all clients adjusted according to formulas
provided by the parties to mest the court orders and specifically to-mest the Stipulation
on Exit Criteria and Disengagement in Arnold v Sarn.

"08/05/99
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Table 6. Costs for Desired Service System for All Clients at 100% of Estimate and

According to Exit Stipulaton
Column 1: Column 2: Column 3:
Type of Cost Costs for All Costs Adjusted
Clients- 100% of | According to Exit
Estimate Stipulation’
Full Funding per $467.207,838 N/A
HSRI Model
Client Movement $370,015,798 $269,050,475
Model (Diret Servics)+
Medicanons $33,635,575 $24,457 571
"Administation at $32.292,004 $23,480,62%
8% :
Total Cost” - $435,943,_267 $316,988,474
Total Cost Per $30,576 $22233
Person

Tbissimulaﬁonas&mncdthatconszmas'snviecndsmfuﬂymctmdthm
mesting these needsymproves outcomes for most persons. Medicatiemeosts were -
provided by the planning participants. Administrative costs were calculated at 8% 6T ™
direct service costs. This rate was supplied by the ADBHS. Other materials related to
this activity are presented in Attachment E.

' The 1996 Stipulation on Disengagement establishes the remaining obligations in
Arnold v Sarn.

"I'I’!' N -...- .

i 1R

2'ﬁlcacma.lamotmtofncwmoncynwdedwillbclt:sthz'u.xthcsctota.ls,
depending on use of existing funding and resources.

08/05/99
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Figure 1 shows the projected distribution of vear 1 expanditures for the full
capacity client movement model by szrvics domains. This figure shows that the bulk of
expenditures are directed at housing, rehabiiitation, and support. This expenditure
distribution is reflective of the clinical principles that informed the planning process
which emphasize consumer and community safety, least restrictive environment, flexible
services, and consumer recovery and independence.

FIGURE 1. Year 1 Distribution of Expendirures by Service Domains

Distribution of Direct Service Expenditures
by Domain

9.0 Condusions

This plan for a comprehensive, full capacity mental health system developed for
Arizona is based on the best information and planning technology currently available.
The plan is very explicit about the types of persons to be served, the types and amounts of
services needed, the consumer outcomes to be expected, and the probable costs of the
servicss. These estimates can and should be tested as the plan is implemented. To the

extent there are variances from theses estimates, the plan can be revised using new
information.

A comprehensive, full capacity mestal health system will cost substantially more
than is currently spent on mental health services in Arizona. However, if implemented,
the direct service costs for the planning population can be expected to decrease

08/05/99
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significantly as many p&sons improve in functioning and some reach the
point that they no longer nezd regular services from the public mental health
sysiem. :

In this contexy, it is important to note that the projections presented assume a
“frictionless” system in which services can be changed rapidly in response to changes in
consumer nesds. Real systems experience friction and should be expected to change
more slowly than our mods! projects.

The plan addresses the monetary resources reguired by the plan. Itis important to
note that implementing the plan will also require well-trained and skilled “front-line™
staff who can deliver the proposed services in the manner required. Programs will be
required to recruit, train, and retain staff for the servicss planned. Moreover, the manner
in which services are delivered, not just the types and amounts of services delivered,
should be monitored to ensure that the servicas delivered have fidelity to the service-
models referenced in the service definitions. If servics fidelity drifts away from desired
models, refresher training will be necessary.

Finally, due to constraints on dollar and other resources, it is likely that the system
planned must be implemented incrementally. It should be remembered that the service
cost projections assume a fully implemented system. If consumers receive only a portion
of the services planned, they will realize only a portion of the outcomes. Thus,
reductions in cost projected from increased independence may not be achieved during
any start-up period. An altemnative strategy to providing partial services to all consumers
in the target population would be to provide complete services to only some consumers,
selected because they are priority clients or on some other basis. Under this strategy, the
consumers provided comprehensive services should receive the full benefits of the
service packages. This approach also permits the strategy to be tested and refined on a
smaller number of persons before it is adopted for all consumers.

08/05/99
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Plannine Process Participants _ .

Aimes Schwartz, M.D., Medical Director, Division of Behavioral Health
Services, Arizona Department of Health Services

Ronald Smith, Assistant Director, Division of Behavioral Health Services,
Arizona Department of Health Services

Linda Glenn, Superior Court of Arizona, Office of the Monitor
Court Appointed Monitor

Steven J. Schwartz, Foundation for Justice - plaintiffs' counsel

Cathy E. Costanzo, Foundation for Justice - plaintiffs' counsel )

- INE

Stephen Leff , Ph.D., Senior Vics President, HSRI

Lam-aGrmc,MSW,RscarchAssocim,HSRl
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DATA FILES

Arizona Department of Health Services
Behavioral Health Services

_ Over 18 Asssssment A Assessment B Both Assessments
FY98  Recds Mnﬁ'd“ = Recds %D‘ﬁ“d_. : Rec'ds -- mn"?“ Recds Comnm‘d
SMI Clienits 13,512 13,183 20,795 12,434 18853  11.143. 35635 11094
(Maricopa Courtty) _




Functional Levels
based on 12,000 clients

-
———

RAFLS LEVEL HSRM

| % N

1 7 840
2 11.9 1428
3 29.3 3516
4 12.8 1536
5 17.7 2124
6 21.3 2556

total 100

12000
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RESOURCE ASSOCIATED FUNCTIONAL LEVEL SCALE (RAFLS)

Circle the number of the funcrional level that best describes this patient’s current level of functioning. Rate

T I
CONEERAT M PN

amxdﬁmcdmhgcvmﬁfmcdonhzgkd:pmdanomedimimwmeodwfwmofmm

(1) Dangerous
Dangerous to self, others, or property of value. Unable or unwilling to contro) violent,
AZyressive or escape seeking behavior. Requires continoous (24-bour) supervisioe, high
sta{l/patient ratio, locked or limited access facility.

(2) Unable to Function. Carrent. Psvchiatric Svmptoms (Acute)
Symptoms resuit in behavior that is seriously distuptive or at risk, and/or prevent role
functioning. Examples of symptoms: lack of reality testing, kallncinations or delusions,
impaired judgement, impaired communication, or manic behavior, If suicidal or homicidal,
ks able/willine to controi impualses with assistance. May be able to QrTy out some achivities of
daily living. Requires continuous supervision, moderate stafpatient ratio, limited-access
facility, -

() Lacks ADL/Personal Care Skils

h&or-memnd '
cacoaragement. Moderate stafffpatient ratio meeded.

(4) Lacks Community Living Skills
AhkhurquDLMmtmmmmbyhckofmmmuﬁy

erutde‘ofsidtuadﬁtnﬁuuwiﬁnndaﬁ:ndingmpbyuormnpponor
counseling. Bemnadyﬂndionlnduﬁemmuwi&&efrm&ns of
everyday Bfe and novel sitnations. quﬁqnm(eg,weﬁdy)hfomﬁou,
Sacouragement, and instramenta] assistance.

(6) Needs Sepport/Treatment to Cope with Extreme Stress or Seeks Treatment to Maintain or>
Enhance Persoml Development -

Nlehndhmadqutdy,bﬂsa:bmnhlhuﬂhsuﬁabeamoﬂeeﬁngsofpaﬁstnt
dissaticfaction with seif or personal relationship. Intensity and duration of treatment can

(7) Svstem Independent

~ Can obtaia support from aataral helper or generic serviees. Does not require or seek

COPYR.[GHT. thR&qﬁmLcﬂ'.Ph.D. :




CCAR TO RAFLS ALGORITHM

RAF1S

ARIZONA (CCAR)

Functional Level 1 Dangerous to self,
others, or property of value. Unable or
unwilling 1o control violeat, aggressive or
escape seeking behavior. Requires
continuous (24 hour) supervision, high
staft/patient ratio, locked or limited

Socio Legal 41-30: Serious disruption of socio-legal functionmg. Actions are out of
control without regard for rules and law. Seriously distuptive to society and/or
pervasively dangerous to other’s bodily safety.

In confinement or imminent risk of confmement due to illegal or antisocial activies,
Imminent danger to others or property.

Functional Level 2 Symptoms result m
behavior that is seriously distuptive or at
risk, and/or prevent role functioning.
Examples of symptoms: lack of realiry
testng, hallucinarions or delusions,
impaired judgement, impaired
communication, or manic behavier. If
suicidal or homicidal, is able/willing to
control impulses with assistance. May be
able to carry out some activities of daily
living. Requires continnous stafffpatient
supervision, moderate

ratio, limited access faciliry.

Mood 41-50: Severe disruption or incapacitation by feelings of distress. Unable to
contro] emotion which affects all of the persan’s behavior md communication. Lack of
emotional control readers communication difficalt even if the person is intellecrually
intact.

Emotional responses are hichlv t i monoflhetimc.Chang;:s
&omhjghmbwmwdsmkzpm%ﬂp_@m_m:_;g:&nsmﬂyfuk
wm&l&wﬁhmeguﬂtndmgc.qummd{cmay
Imcapacitates person to 2 significant degree most of the time.

Thonghtll-SOhapacimaddncmimpmedMgh:-mddmhngm Severe
to profound mental retardation and/or extreme disruption or absence of ratiopal
thinking. Delusions F ballucinations or illesians that the person cammot
distinguish from reality. Commurmication is extremelv difficult.

Unable to function independently. Severely disociented most of the time. Significant
loss of memary

Functional Level 3 Symptoms no longer
result in behavior thar is at risk or
dangerous. (Nuisance behaviors should
not be considered seriously disruptive or
dangerous). Lacks sufficient ADL and/or
personal care skills to carry out role
functions. Skills lacking becanse 1)
never mastered, or 2) atrophied throagh

disuse from creation of extreme

dependency, neglect, lack of motivation,

R::qn.irucominuous@(hour);mmp&g,
skiﬂmmg,mdmmgman _
Moderate stafffpatient ratio needed.

Self Care: 41-50 Scmcdisupﬁmof:bﬂhymhdcpmdmﬂymwmgefwl_hc
majority of basic needs by kegitimate or illegitimar means. Unable to care for self in
safe sanitary manner,

Housing, food and/or clothing nrast be provided o aranged for by others. Incapable of
obtaining a0y means of financial suppoet. Totally dependent on others for
Yansportaiion
nonﬂtnMmeammmbﬂyﬁfcdncmw
dxhkhgmdmmodamnmlmdaﬁwnﬂwﬁmfmmﬁmoﬂhhkmgdm
to emotion2] and/or other personal factors. Frequent sobstinmion of fantasy for reality,

.| isolated delnsions, or infrequent hallucmations. Poor judgement is characteristic at this
level. :

Mild to moderate rerardation, but can function with supervision. Delusions and/or
hallucinations interfere with normal daily fimctioning. Frequentty disoriented as to

time, place, or person. Unable to remember recent or past events.

i
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Functional Leveld  Abie 1o Ty out
ADL personal care skilis. Role
functioning impaired by lack of
community living skills or motivatiog 1o
perform. Community living skills include-
housekecping, maney managemen, using
public transportatioa, ability wo engage in
competitive emplGyment, maintaining
interpersonal contacts. Regquires regular
and substantial (e.g_, 2 or more hours per
day), but not necessarily continnous
waining, prompting, and encouragement.

Self care: 3140 Occasional major or frequent disruption of ability o obwin or range |
for at least some basic peeds. {nch:dsdmhlofmdfuns:imaorsuppon. or
mecting pesds wholly through ilegitimate meam. Unable to maintain hveiene, diet
clotring, and prepare food.

kamhmgmmmw.
Coaststent difficulty m arranging for adequare finances. Usually depends on others for
transportation. Mav peed assistance in caring for self. :

Sodougal:n-chasiomlmzjuurﬁuquandismp\ion of socio-legal functioning.
Conforms 1o rules only when more convenient or profitable than violarion, Personal
£ain out-weighs concern for others, leading to frequent and/or serious violation of laws

————

and other codes. Mav be seen 25 dmeerons 25 well a5 unreliable.

e e E—————r— S— ——

) memnmwhhmchw.mm«mbd:ﬁ:bchginmucdfora

fdmy.Crhnhﬂinvolvai:egrdﬁrnfuyofrightofodxas.Sodimupﬁveor
belligerent 2s to make ordimary social interaction impossible.

Role perfonnanee:41-50 Severe distuption of role perfonnance due to serious
hﬂpndrym'abunmotinﬁmAnmqn,ifmy.aniveﬁmcﬁoningm-
meffective and marked by clear failore.

Clieut not employable. Ijvingsinmimsmnstbcmmgcdbymus._

Soéﬂymdybb&d.hgmmﬁnm«mdqmdmnylemahﬂ

Family: 41-50 cxensive disroption of fanily wit. Relatiouships withia family are

Naﬂpdblcofﬁtmhgphzymhﬁmdﬁpau“bhmfmcdminmﬁngmh
Abusive or disturbed.

-—-’-
i

Functional Level 5 Can perfrm role
ﬁmctions,nl:astmmimzny,inﬁmﬂiz
settings and with frequent support to deal
wi!hthzardh:mﬂmafmydzy
life; €-£~ G perform bowsckerping tasks,
although may need the reguiar asvistance
ofaroommnc,homcmakq-aid,c:c_,u-
< work ourside of sheltered situgtions
with an und . or on-
site support or counseling. Becomes
dysfunctional under the stresses
associated with the frustrations of
cveryday life and novel sitmarions_
quuns-fmqumt(c.g., weskly)

oL, cucouragement, and
insTumental assistance.

R&Momnmslﬂommcﬁmdisrm of role performance.
Cmﬁuﬁmhmcmxdeynmbkchiymﬁnﬂaiunsddommmm
mmmmk;mmmﬂma Le. firing,

. _——

ﬁwyhumbhnm«Mgﬁid.Hmcd:mignMwmebﬂh
defaulted. .

FanﬂpBlMOcnsiomlmajwaﬁqunmhordisupﬁdnof&mﬂymhﬁonships.
Family does not function as 2 wnit. Freguent trbolence and occasional violence
mivolving adults ar children. -

Tmbnlunpﬁ:nzyrdzﬁonshipwcpedznydismbhghukup.Adukmgeand/or
violmt::dimczedmnrdachotbcrurdﬂd:m.

mwm«swwmmﬁw

.-
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Functional Level 6 Can periorm role
functions adequately except under
exueme Or unusual stress At these times,
the support of nanral or generic beipers
such as: family, friends, clergy, or
physician, is not sufficient. Menm! health
services are required for the duration of
suess; or performs role functions
adequately, but secks meprl h=atth
services because of feelings of persistent
dissansfaction with self or personal
relationships. Intensity and duration of
reamment can vary.

All others

1 Functional Level 7 Can obtam suppart

from natoral helpers or generic services.
Does not require or se=k mental health
sevicss,

e e me—
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GAF SCORES
RAFLS LEVEL MEAN
1 456
2 449
- 3 47.8 =
4 50.5
5 52
6 52 |
e et e v—— gASTE W r—— — A - T —.
AXIS_V_GAF ' .
. Subset | B
-RAFLS N 1 3 3 T—__5 =
1 2559 | 45.6049 2
2 4358 44,9312
3 10747 47.8103 :
4 4707 50.5037 -
5 6473 51.9887 .
6 7793 ss2ef . , .
I Sig. 0.118 1 1 1 1
e

Ttemﬁ:mb“mw:q;m“&
. Uses Harmonic Mean Sample Size = 4964 265
btmmm“wmmicmmdummsBMTmlmh&nmm .
€ Alpha = 05, ! -

'Pmmaww1m1)mmmummmﬁ
rather than functioning. Therefore, their GAF scores may be higher than persons -
at functional level 2 (RAFLS 2).



PROBLEM AREAS BY RAFLS

29

Suicid
i RAFLS | Crminal |hreatattemptd Alcohol  Thought Role
LEVEL Jdustice [T anger Drug Abuse| Abuse Disorder self-Care  Performance
% % % % % % %
T4 431 10 38.1 4 474 173 426
2 6.9 133 11.6 125 54.1 29 472
3 73 118 14 12.9 50.5 2 41.4
4 11.9 129 164 143 32 18 438
‘ 5 38 12.1 102 109 304 10.7 38
6 3 94 71 93 - 316 8.7 26.9
% ALL 82 115 136 . 128 407 174 383
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SERVICE DEFINITIONS
Based an HSRI prescriptians

July 28, 1999

COMMUNITY LIVING ARRANGEMENTS (RESIDENTIAL)

A

a mmyu@mmmﬁmmwnmmm;
mofmwmﬂmmmﬁm.mqwm.

m&mmﬁmmuMWmﬁm=ﬂnmm
Imnmar wmits cwned o roxed by individoals, with idividatized spports available in these
mnp&mdhn]m.mmwdumm

(A mmwhmmMMbm
W:um&ﬁhwdﬂmmﬁ&dmhnmm&m
mds.mﬁmﬁxtm»mnaiﬁ:uﬁ:if&qmdmwlmnﬂm Ideally,
wﬁnhummcm-m-ﬂmmmwu
v .-

d hﬂmnuﬁyiﬁmw“mdnmhmhmof
bousing dwough SSI or other avadabie focome. Bnmu.halmnipuﬁmhﬂy
mmmamaamcmwywwmmam
goveninenal agency.

Defbic
L Speciafized Residenial

residenes with specialized service needs These progams are especially desipned 1 meet the peeds of
drabities. antﬁ;ﬂnkhﬁvﬁnﬁzﬂ.iﬁgﬂdbhmmtn

2 Ixensive St ..
hmhmmwmhmﬁymﬂkmnmdnm,
cooking, and other sedf-care skills. Mn@ﬂnw&ahﬁhﬁdhﬁhﬂmfw
mmeﬂnﬁgnﬂmh}mm Thcse

C1

g

> 'I':,"- .’-.:.:' 3
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3. Moderare Stff/Supervision

Tmmmwfawmmmgwmnmm
diﬂ)'ﬁvingskﬂls,undoumﬁrommommbummhshdm_:m?x Thscpmg:_ms
also incjude persons with sbstance abuse Ewes. m_gmlkwmpgcnﬂvthnkhd:vdopmg
Mmhﬁmlmmndmmlmﬁvcinnzmi:y. These programs wsally serve no
more tan four persons i 2 smgle locaton. All programs are designed © be individualized,
wmuwmummwmmmkmmm
individual's nesds.

4. Minimum SafffSupervision

Thsépwmmwm;mmbkofhnﬂhgm&cﬁimafuadzymwomﬂ
mwmmmdnm‘smﬂwm These programs usually
serve no more than four persoes in 2 single Jocasion. Al programs are desigoed o be individualized,
wmumﬂymummmmmm;mmm
indivicual's peeds_

5. Independent Living w/Housing Submidy

6. Tndependent Living w/o Housing Sabsidy (se= above description)

IL. EMERGENCY SERVICES

1. Cirists Ounreach
Ammmmmmmmmmmm
m&hnmwﬁm Tl:isa:'v'teisns'l:hsed.hkprwid-dm
whbﬁrMhMthwmhwm

& Crisis Emerpency Walk-In

Mmptwihl(hnmfwhﬁvﬁnkﬁmhaﬁt&iﬁsmduﬂdbe
ham@@ﬁm@ﬂhhmﬁy.ﬂmﬁmﬁhdﬁmﬁ;n



10.  Respir Care

These proprams provide shon term, rwenty-four bour supports for individials who nesd 0 leave their
prunary residencs for a limited period of time or who need additioaal supports in their own residense
(in-home) for 2 Emited period of dme. Distinet respite seamgs must be bome like and fzegrated into
the commamiry,

[L INPATIENT HOSPITAL

1.  Inpaiem Specialry/Sauz (ASH)

The provision of inpadent care within 2 unit designed to serve sexiowsty memally @l patienss who are
cxpeczed o be o the bospinl beyood the ace phase of thetr dloess bt for whom discharpe is 2

- reimbiimation prograws and improving skills in acivies of dally Fving (ADL) with the goal of
maimining the highest level of funcrioning in the coommemity.

12, Lopazien Geperal (Community Hospitals)

The provision of inpatienx care within 2 unit designed 10 serve seriously mernally 31 paterrs who have
Just been admined or are expericncing a0 acue phase of their diness in the course of an extended
tremmen plaxs o more fidly respond © the acoe needs of the sabilization of the patdent’s psychiaric

3. Iopatien - Forasic

ThwwﬁmﬁhpﬁmmvhhhamﬁddpdmmpﬁmwhOmmimdbya
cowt 0 evalate competency o sand tial, assess criminal respowsibility, or provide
shori- or Jong-erm wexment as appropriate based on the mamre of the court commimment

14. Jopaticzs - Desoxification - -

Treaanent in which a person is monitored while withdrawing from a sebsance, as part of being
trexed for a sabstance abuse disorder.

IV. TREATMENT SERVICES

15.  Evahmtion/Diagnosis

An evalmtion for the purposss of imake, trexmax plaming, cfigibility determirasion or functional
asessne by 2 qualified menol bealth professiooal.  This incindes psychiamic evahuation/menzal
sans by 2 psychiarrist or other qualified menzal bealth professional for dagnostc or disposition
withotz eing.

16. Court Ordered Evaluxsion (County)

Mmbskofmhdivﬂnal'smmﬂdo;ﬁndﬁmﬁhnwrumbynﬂofa
lizndmmlhhaﬂmﬁmmwmd&mmdhmthm:hmc
mtﬁ,b&@v@u&mkhﬁﬁmﬁdu&lhﬂm
These evahuarions are the responsibility of county governmenss.

AN X




[P .

1. Individual Psychotherapy

Mmmw;mmmmwmumnmsm
mwmmmmmmmmmm:
mproving decision-making and/or reducing sress. M:yududcmwmmmoh

18. Group Psychodherapy

Perapeatic ineraction ¥y T8GR N praciooer b e’ B inividial's therapewtic

Mmamdmmmwme@mmmpmdmg
WWMMWMQMM May mclude
mﬁmmd;wmm,mmmm

19. Fanﬂy Psychotherapy

Tbazpukhmxﬁmbyahdzvhzlhnhhpnnﬁuzvhﬁmﬂym:bmcﬁpiﬁamm
'ﬁuwﬁnthiuw»m;hc' ¥ slhnpu:ﬁ:goals,.by

" ol I S I'.“'Il'll ..
&:isi:nﬂﬁgwamﬁ::igm szid&dmﬂnumgmdalgdnmnl
mmmmmﬂmm May be provided o muitiple
fammilees.

20, Therapewic Supervision
3) Therapewic supervision

b) Persomal Care

Pﬂmlmmiﬁ&amdm'hﬁm&m'ﬁmmmm
Dw&hwmﬂy&hmrwﬂnm:&ﬁﬁy.
Aﬁ::nuykhhhmdmm:.ﬂzmnymapumlm
&ﬁamwnﬁgnhhmpﬁmhﬂww The asks which
Tansporution, grocery shopping, wsiog the telephone, medication mamagemer, and money
mNRgene.

21. Ouatpatiese Detoxificarion
memmmﬂym.ﬁmﬂmgmﬂmw&ha
drogs. mmmmhm«mum«,w
SYmproas.

Awmmmmmmdmmumm
abuse trexomery three Gmes 2 week, ..

3. Medadone Mamermanee Clinc



V.

REHABILITATION

A

Voaxional Principles and Asuomtions

a. -vwmwuwmmwwmgm
mmmumm.mwwmmm

b. Mwmmuwmumwm.m
mode] is not preferred and has not been wsed in the projection of pexds or coms,

c memmmspﬁuﬁiﬁsﬁzmwﬂ]bw
wummmmm&mmmn&wm@
this plan but may be continued with corrent funding sowees.

d All supponed. employment services shoald be indiddualized, adequate, irgrmed. and
Wskqnmymmbmhmmﬁmnndﬂmwmhﬂﬁrjohs.
e Supported employmen services should be designed and defivered w emsure that individuals
mpﬂxhshmhhnmngeaﬂ'u&xlmﬁfnnh:a'gq_t - :
t Cam&ycnplaymmwkhkpfundmaﬁﬂ-&:wm-dmhsish
n@ﬂﬁghﬁmﬂﬁkwtam&&imW
IR wmmn&g«mmknad@hﬂmm
Definitions
P> Psychasocial Rehabinton

3) Social Reinbiliztion
Savm«mpwﬁngmnmwmﬁunmlmkm
mmmm&mmmaawmmmmm
Mamwmmquhwqdﬁyhmyhdm
more radiiomal vocxioml rehabiliction services o employmex. Inctodes the developmen of
iﬁ!ﬁnﬁzﬂmhiﬂﬁdﬂhﬁuﬁpﬂbﬁ:ﬁnmwpﬂddpﬁm
Wiﬁvhnkhﬁcmmﬁahahnmﬁhwhmhmx‘:mmky
mmaﬁadﬁs,dnnth.myumm

b)  Skills Training

Mmdem&Mmmmwmm*ﬂhin
heprupmofﬂtid:oi::ind:mmmﬁy.

c). Cmy&m&ﬂnﬂmﬁqﬂomhm
Amﬂymmmmmhwd:amsdﬂﬁp
clubbowse. Mﬂmm:m_ppﬁmhmbmyhhmﬁmofm
clubhoose, TMWWRWDMWWM
prepare individals for comperitive employmern.



as. Corsumer Operzied Servicss

A consumer operated drop-in corwer/social club provides an ixformal and welcomine environmen for

mdividuals o come for social/reareational activiies and pesr advoccy.
26. Vocaiom] Assessment/Counseling

The comprehensive assessment of an individwal’s vocarional siills, aonodss. betaviors and interests
through a variety of forowl and informmal merhods.

21.  Supporied Employment

m«mmmnmamﬂhumm:mﬁnwe
vﬂh:szmppmmmepbnﬂnﬁngmm-wmﬂtdndwm
mining,ﬁaqzzxfnﬂmnqmi:hahmmﬁﬁucdnﬁh:d:j:bptmﬁa]hﬁm
Mmﬂmx&m&mmmmsm. Scepports should be
adequate @ allow an individal o work 2 minfmmm of fifteen bours per wesk and earn a1 least 2

3y - Sadividual Soppored Employment

Ihammmwmkvihuqﬂwam:mljubhummkypyinga
comperiiive wage with siff szppart oa the job, icinding imemive on-thedob skl training, job
m@mmﬁmmmhmnmmmum
phm.ﬁcﬂ'nﬁu:dm:lmnhuti:mmmmnmy.
Snmsdnﬂ&atgmnaﬂurnhﬁvﬂmlnﬁxnﬁmdﬁﬁnhuspavduﬂ
€am a mininzan wage.

wmwmwmmmmhnw
wcmmmmﬂuwwaw,p
miuﬁ,&ﬁganﬁvhmy,uﬁiﬁgﬂiﬂdﬂmmmm
m)huﬂubuinwmiﬁnapbymhhmy. Sapports should be
adupmmaﬂo-ﬁziﬁvﬁdmwtamﬁmdﬁhmhuwwddmmﬁnm
wage. : :

€) lmensive Suppored Employmens

Mmmmnmmmwm However, the
mmmmmwumnmumwhm
Community are & 2 much more mrnsive kevel, up 1 at ket daify on-sie coonacr, Sapports should
h@mw%mﬁv@nﬁaﬁmﬁﬁmmwﬂdm}mﬁm
wage. -

) Group Sapporied Exmploymers
Thmmmmncam&mmmardjwh&mypﬁnga
mwﬂkmmmmhuﬂammﬂmﬁhuﬁ
phm.ﬁcﬂhﬁmdmnnlmzd:wﬂhmdommmumry.
Swudnddhadquumﬂbvmhﬁvi&nlmwtau&nﬁnmdﬁﬁmhnpawﬁm

- businesses orexiaves.




a). Suppored Education

These programs consist of higher educzton opporumiiss for persons with severe merzal iliness. It
providss pecessary supports sch as study skills raiming nd social skills training, ec. It may be an
mensive college preparaiony program designed specifically for persons with sefious mensal illn=ss or
2 spechloed vocation program. Servicss should be provided @ the community, within the
consumer’s edacational seming of choice, with the full ranpe of educational facilgies available 1o
consumers.

b). Other Edueazion
Assisancr in Jocaing o providing  peopic with severe memal illness 3 full range of educational

for coflege, techmical edocanion, or other courses.

COMMUNITY SUPPORTS

2. Assertve Commuonity Treamment Teams (ACT)

An arrzy of services thar are provided by coommmity-based, mobile mental bealth trezmens teamms o
mmmmmmmmmmamum:q. Team
compostion cousias of 2 psychiarist, i DRmgErs, mirses. o relabilioton  specialisy,
mRmgers/commeiors, b &5 model aomml servicss, © well 2 person-ceneered learning and
coordimation of services, are provided 2t very low saff-w-client raios tha allow conGIoRS ConTac
with the wfrviden] Awuﬁmﬁimmkmvﬁmmm
represeocaives af other providers joiming the tram to meet sperific needs of ndividmls.

0. Fosemsive Clinicat Services

Réusnhhnﬁzﬂmymdmmmw:ﬁrm;geummd
SZpport o 2 cliexx and for locaring, acoessing and monioring the provision of other bebavioral beakth
MMMMMMMMﬂaaMQﬁ
m.mum&mummaw_mm
the chen('s seeds.  Primmry fimctions iocude: psychiamic services, assesument/evahations,
development and orome mezsrement. Typhﬂyhﬁkmﬂuﬁmd:mmmmga
dmw&nhin:ﬁndmmmm-ﬁnmdkmm

3. Moo Mamgmmen -
qu.mpmmmmmﬁnfuumd
psychmmic dsorders. mmmwmmwbymm
under the supervision/order of 2 phrysician. Inxcudes visits for the purpose of prescribing medicarion
as well as for medicarion refills or dosage regutation. Medicmion service does not inchude methadone
maieromee, e or dewificarion,

32 Prowection and Advocacy

A@mﬁ@mmwwmmwmﬁm
3. Client. Transponation

Tmmmmmhmmmmmmm

Sy




X, Family Psychoeduzztion

Comduﬁonszsnﬁonmﬁmﬁismmmicm.m-mdmmmf
severe and chronic menma) illne<s, 'lhismi:ismnﬂyprondedwgmupsquorclhanonc.
family at 2 time. Note: this is nof the same as family treatment. Units of service are measured in
face<o-face hours.

3s. Friend Advocacy

Ammmmnﬂmvmmmmmm
support to individuals with seriows meoa! diness,
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toe - AVG % PER MONTH AVG AMOUNT PER MONTH

(PER CLENT RECEVING THE SERVCE)
Ut
Uoks COST ¢ 3 s 4 5 6] 1 2 3 4 s §
1| ramruirve SIS Subervamn lawvs]l 2% 1 10 S 10 NQ Q2 NQ
2| Moderses SIEft! Supervasmon loevsl SO0 | 10 25 15 15 10 0WQ W VA VA BQ
3 | bdewmian SISt Sagrerrweon eovs! 3OO P2 25 N2 N
4lnown. Lvio we Suteadowd Hounng | eevs] 31131 | 35 8 2% ® 45 &) 0.0 3042 0Q 0Q DO 0.
S1hndeo. Liveo wio Suticized ouses | oava S5 & D X O SINQ VO XNQC XNQ 0T Y
6! Soscmkred R i towvsi SI7S00 | ®» 385 7 § NQ VA VA WQ
SUBTOTAL 00 0 WD 100 100 300
EMERGENCY SERVIZES .
71Comxs Ouwench fhmas  $115.00 S > 1w 15 5 1 4 4 4 4 2
BICna Emerpency Wakin Phosd 516600 § 90 15 5 w0 2 of 15 5 3 3 3
${Cnam Ressoarnal laavs]| OBSO | 2 5 5 w0 S S s s 3 3
10| Rewowe Carw lews| S1X2 o0 5 10 10 25 S S 3 3
ISUBTOTAL
l HOSPITAL & CRISTS
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13 ) inkient - Forenmc ars| 25500 . 0 s 5
141 rmaders - Dewx onl 5150} 0 2 1 1 1 s S 5 S B
SUBTOTAL .
TREATMENT
15| Evelmtion (Diagreosss) ihowrsl  $190.00 2 2 2 2 2 2 2 3 2 F- |
16| Caurt Orowred Eveamion Itrad  $190.00 1 1 1 1 4 2 2 2 1
17| civicksul Prvcher-Thersoy ) § 5§ § W 3 3 3 3 3 A
18iGr Pryvcre-Thanoy Inones] 0,00 S 15 0 W % 4 4 4 i 4
18| Fasnby Povcho-Thersoy T S § 5 5 o 4 3 3 3 o
20{ Tharsowalic Sursrvisos ) 5 15 15 5 3 § 2 ©
n [ 7500 5 2 1 1 » XV D D
22| Supecimrnces Al C. g 37500 3 X 5 » X o ¢ 5 5 [ 5 5
DMt Martnoses Chec vkl  $7S00 [ 4
ISUBTOTAL
REHABIUITATION
24| Paycriosociel Rebsstiitaton Iy $1100 =5 2% % 40 L] 2 2
Z5 I Cammrrear Cromried Sarvcas Tl 350 | ® 5 @ ®_ % ™
ol e P —— Inarsl  S9O00 * 3 1 4 3 ] 3
Ermotevense Ihowrdl SO0 » 4 5 B 0 o 3 w 1
28|Sexxwxt Ed. & Oy I Sarwcas ) 0 8 ® il § 7 ° of
ISUBTOTAL
. SUPPORT
DACT ] Smm | >3 2 w 15§ 8w 4 s 2
04 Chrecal Servamn {hourel  SEO.00 B BDwEs S ] [ 4 5 1
B YT —— sl  SE480 ) 1 1
22| Prosecton 4 Advocscy ewd 2% | % w ¢ 3 4 [ 3 2 2 2
231Gt ¥ rerrarwtuon 1 S/ | B B w W S ®_ W w1
4 {Farmidy Povcho- Educien lhows SEOOD | 3 » W W a0 ] < 4 T 3
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TOTAL

P
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M 714 23518 ] 0 0 507

168 357 2412 X8 0 0 =R

ISUBTOTAL MO K28 3516 1536 2124 2555 12000
EMERGENCY SERVICES
7|Crias Orarwech 210 2855 3516 204 1062 2556 (XM%
81 Crones. Emarpency Yoabein M Zi<2 Us1 1515 24 0 6
91Crmm R 168 742 1758 1516 1062 0 8ilA
101 Resce Cave 0 714 B16 195 5 0 &7
ISUBTOTAL 462 7854 10543 W2 308 2556 33N
J HOSPITAL & CRISIS
11} nDeNent - SoacamvStans 22 N4 BK 5% o 0 InR%
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Armnold v.

Sarn Exit Stipulation Worksheet

The 1996 Exi Stipulation on Disengagement establishes the compliance requirements

DECSSSary to mest the
require full fun
reduced under

remaining obligations of Arnold v. Sarn. These obligations do not
ding of all services for all class membsrs. Full funding has therefore be=n
an agre=d upon formula.

Thiis formula has besn defined as follows:

1.

o

(P8

100% of funding for all “High Priority” persons;'
80% of funding for all “Other Priority” persons;? and
80% of fimding for .85'/. of “Non Priority” persons.”

The chart below.represcate the esumated cost of meeting these obligations, including
- medication and administration, based on the above weighting:
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370015788 Vol Service ST0015.798 M OR.4T5 oot
4} Waighting of mecication costs according s purSes
Total Mecs DEISTS HP Meac B, TR 1 nsQT® 1 ReQ.1
OP mactc t=¢._ ¥ -} } as nmes 1 52,498 401
Wk | SELHLVSE -- oS TROK40 1 “EAN,
Total Mads SIS TMLST I
5} Addiion et stenln ot £%. 1 divect survics + emdicalions sccovding 1 pares
Totat Sarvice +ewdx LA K7 848 $403.651,17
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residennial services or who are
bipolar disorder).

in jadl with 2 major biological disorder (such as schizopbrenia and
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~ e, J
Transition Rates Estimated for Arizona (1999) Service Packages,
Base data: Transition Rates from Arizona (1298) and California (Hargraves, 1986)
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e Persons With Severe Mental Illness
in Jails and Prisons: A Review

Appendix I to Mental
Health Task Force Report,

H. Richard Lamb, MD.
Linda E. Weinberger, Ph.D.

Objective: The presence of severely mentally ill persons in jails and prisons is
an urgent prablem. This veview examines this problem and makes recom-
mendations for preventing and alleviating it. Methods: MEDLINE, Psychao-
logical Abstracts, and the Index to Legal Periodicals and Buoks were searched
from 1970, and all pertinent references were obtained. Results and Conclu-
sions: Clinical studies suggest that 6 to 13 percent of persons in city and coun-
ty jails and 10 to 15 percent of persons in state prisons have severe mental il)-
ness. Offenders with severe mental illness generally have acute and chronic
mental illness and poor functioning. A large proportion are homeless. It ap-
pears that a greater proportion of mentally ili persons are arvested compared
with the general population. Factors cited as causes of mentally ill persons’

being placed in the criminal justice system are detnstitutionalization, more
gnstutionat

rigid criteria for civil commitment, lack of adequate community support for

persons with mental illness, mentally j enders’ difficulty gaining access to

community treatment, and the Qtitudes of police ollicers and society Rec-

ymmendations include mental health consultation to police in the field; for-

mal training of police officers; careful screening of incoming jail detainees:
diversion to theental health system of mentally ill persons who have com-

mitted minor offenses; assertive case management and various social control

interventions, such as outpatient commitment, court.ordered treatment, psy-

chiatric conservatorship, and 24-hour structured care; involvement of and
support {or lamilies; and provision of appropriate mental health treatment.

(Psychiatric Services 49:183-492, 1998)

ental health professionals

lawve become increasingly

concerned about the num-

ber of persoms with menta) illness in

tils andd prisons. This issue is a rela-

vely recent one. Reports of Luge

mnhers of wentally il persons in

Vnenican jails and prisons hewan ap-

pearinet e the 19705 11-35 This phe-

nomenon had not been n-pnr(v(l
smee the {9l centiny 4.

Tobetter snderstand s problem.,

A bteratme seview was condueted.

Tae of e promany questions ul-

dressed were whether kuve numbers
of persons with severe mental illness
who commit legal tansgressions are
being taken to jails snd sent to prisons
instead of to hospitals or other psy-
chiatric  treatment  facilities. and
whether the number has increased
since deinstitutionalization.

The review also examined other as-
peets ol this issue. including the el
acteristios of mentally il oflenders.
Ectors cited as canses of mentalh i)
persony” being placed m the criminal
pntice svstem. the rektionship he-

o Lamb s prade s of psyeluateg wd divecten of the div o of mental lealth policey aned

fure of the depn et of pagehiotey at the Ut eraty of Sewthern Califirme Selol n}
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tween mental illness and violence, ac-
coess to treatmea lor this population,
the role of the police, and societys at-
titudes toward mentally ill offenders.
Finally. recommendations are made
about how inappropriate placement
of this population in the criminal jus-
tice system can be prevented and
how to treat mentully il offenders
both in the system and after they are
released into the community,

Methods

MEDLINE. Psychological Abstracts,
and the Index to Lesal Periodicals and
Books were searched from 1970, and
all relevant references were obtained.

Results and discussion
Incarceration versus
hospitalization

Many factors come into play in deter-
mining why a person with mental jll-
ness is arvested rather than taken to a
hospital. Generally: persons who are
thought to have conmitted a felony
are arrested and brought to jail re-
vardless of their mental condition.
The erimiml justice system, charged
by society with the responsihility for
removing from the community per-
sons acensed of committing serious
crimes. sees noalternative hut to first
place the person in custody in a se-
cure setting and thea arvanwe for pay-
chiatrie beatment il necessany (3). {f
the person is thonght to have commit-
tedwserions crime, tue police and the
crminal pntice swatem venerally do
uot want to leave this person nra sy -
chiatrie hospital where security amay
be ks the offense i be seen by
stadl s secondany to the patient’s ill-
nessaad the person e be veleased
to the cennumnnly n-l.-lli\'vl_\' short
Lt



For persons charaed with misgle-
e, the sibiation |n~('u|m'\ [HIH
catnpleay T 1972 Abramian ‘b was
tHee st ter conin the term “eriminalizi-
te b the mentally 17 by absened
that persans with mentd disorders
who envaeed in minor crimes were
moreasmeh subject o wrest and
fenceation we a county il e,
Subsequently. neon authors applicd
the- concept of erinminadizition 1o per-
sones withomental disorders who were
arrested far serious crimes.

The cdhistimetion between arrest and
mearceration ol mentally il persons
who hive commtted minor oflenses
and those who have committed seri-
s offenses s an important one. As
Stenny 7 notes, NO CONSENSUS exists
on the definition of criminalization of
persuns with mental disorders. Some

researchiers deline criminalization at

the pont of arrest =11 and others
reguire. proseention $12-13), while
others use imcarceration i jails and
prisons <1617,

In our opinion, the tevm eriminal-
1zation shonld be used prinily in
connection with mentally ill persons
who are wvested. with or without Jail
detention. and prosecuted for minor
alfemnes instead ofbeing placed in the
mental health system. As noted. it is
clear that persons who have commit-
ted serions offenses. no matter how
mentadly Gl would normally  be
procesed in the criminal justice sys-
e 1305195 However it shonld be
achnowdedsed that manm mentally il
persons who commit serious crimes
and enter the cominal justice svatem
mtht not hane engaved in such be-
havion it they had been veceiving ad-
ceprate and apprapriate mental health
treatinent <20,

T 1939 Penrone <21 advinced the
thess that a velatnely stable pmber
i pensoms e confined inany indus-
il socene Usingg prison and mental
Lot cemsus datae from 1S Earo-
s conntines Pervose lond an -
vorse eldiistop between prison
b mental Tospatal popalations. e
Sweonized that o of these lorms of
vonthiement o veduced. the other
will merease Aceondme o tis theo-
" \\lu'l'(' [Minon |‘|)|)Il|.l|lnll\ FLLE S A O
e mental hospital populations
will b ol oo viee versa Tho il

.
IS toin i psons anl g short-

INg

ae of hospitad beds. mam mentadhy
ill [ersans who come o the allention
ol Law endorcenent nueht soell b die
rected to the cromnal justice sosdem
Another corollary of thes theors o thaa
il enil commmitment i reduced -
vohement with the crmminal conrts

will increase 122,

Propartion of incearcerated
persons with mental ilhiess

The Bolton Study 123 in 1976 win
one of the irst extensive sand method-
ologically, sound attempts o deter-
mine the percentage of connty jail in-
nides with mental illness. T a five-
counly  combined sample of 1.084
adults in California county jails. 6.7
pereent were psychotic and 9.3 per-
cent were judeed o have nonpsy -
chotic mental disorders. not includ-
inu personality disorders. For Los An-
veles County. the figwres were 7.8
pereent psvehotic and 5.7 percent
nonpsyehotic.

I a more recent systematic sty
Teplin and her coworkers (24) inter-
viewed 728 nndomly selected male
admissions to the Cook County jail in
Chicavo. Using a structured psyehi-
atric interview, they found that 6.4
percent met diagnostic eriteria for
schizophrenia. mamia. or major de-
pression. In a second study of women
entering a county jail in Chicago.
Teplin and her colleanes 25) found
that 15 pereent had severe psvehiatric
disorders within the previous sia
months, LS percent bad schizophre-

nia or a schizophreniform  disorder.

2.2 pereent were manie. and 13.7 per-
cent had major depression. Guy and
assaciates (260 interviewed 96 yan-
domh selected admissions 1o the
Phikudelphia city jail and found tha
4.6 pereent had schizophrenia or
mamic-depressive ilhiess.

With regard to state Prismis. in a
TOST Michigan stuch ol 1.070 sate
privom inmsiles carelully  selected
through a stratilied random sinmpling
procedure. 2.5 pereent were ol o
have schizophrenia. 5.0 percent to
haove i depression, and 3.8 Per-
cent to hine hipofir disonder or mama
270 Jemelkicand associates 128 sl
the Divgnostic Interean Scludule

vl 1089 it i the state of \Wash.

mton and fonnd prevalence rates ol
Fhpercent lor sehizoplivema 1 per-

cent b magor depresaon ad 37
percent Laomante, Smnba vales weer,
tomud v Calitornia and Gl presins
20 Steadian and comvnhers 30
studicd w nandom sauph- of 5352 .
mates representing Y4 percent ol
New York's general prson popnla-
ton. as well as 332 of the 360 mmates
i the privans” mental health anits.
They fonmd that S percent of e -
ple had severe psychiatine functional
disabilities that cleah warranted
some type of mental health mten en-
tion.and another 16 percent had sjg-
nificant mental disabilities that ye-
guived perindic services specitic di-
agnoses were not given.

Genenally. clinical studies snguest
that 10 to 15 percent of persons in
state prisons have severe mental ill-
ness 29 Bomay be that in recent
vears, correctionad st have hecome
hetter able to recognize signs of men-
tal disturbance and. as o resull. vefer
more of these individuals to mental
health professionals. Thus better
recopnition may wlso contribute to the
prevalence rate of inmates identified
as mentally ill.

The magnitude of the problem can
be seen when we multiply the per-
centages of mentally ill persons in
jails and prisons by the number of in-
mates. For instance. in 1995 there
were more than 483.000 persons in
inils and more than 1.387.000 persons
in state and federal prisons (31). Thus
even asmall percentage of such Lwge
pop.alations represents a ven signifi-
cant number of mentally il persons in
dails and prisons.

The Farge number ol mentallyill jn-
dividuals in jails and prisous has pre-
sented sevious problems for coree-
tional stall. Gibbs (325 noted that see-
ond to overcrowding the presence of
fnndes with psvehological problems
wis the most serious concern lor cor-
rectional personnel.

Description of the population

I study of 102 male inmates of i
conmty il rindomh selected Trom
those referved by jail stafl for pasehii-
atric evaliadion. 99 percent bad e
vinas psychintrie hospitalvztions., aord
92 pereent b awrest records 173 per-
cent tor felonies 3550 Foug-fifths -
lubited andl Py -

chopatholosy and e than e

severee overl



forvths et criterta for enil et
menl. \ e arreted  more N
12

More tan

percent were cmplioned
hall’ were ('urn'nll_\ chareed with

tiavd were transtents, aod oy

felomesind 59 percent wath ceimes of’

viedenee. Thas tlos population s
chavacterized by evtensine eaperi-
ence with hoth the crnnmmal justice
sustenvand the mental heath stem:
severe. acitte. and chiroste wentad ill-
ness: ad poor lonctionime.

The same study also foume that of
those charged with misdemeanors,
more an hadf had been iving on the
streets. om the beach. in missions., or
m cheap hotels compared with less
thim o foueth of those charged with
felonies 135 Persoms living in such
places obvioush have o minimum of
commmity supports. The anthors
speculated that the fess serions mis-
demeanor oflense is frequently a way
of wking for help. Stll another factor
uuy be that many uncared-lor men-
tally il persons may he arrested for
minor crimmal acts that we really
uamifestations of their illness, their
lack of treatment. and the ek of

ructure in their lives, 1t was also ob-
inmates,
thongh overth paychatic. had under-

erved that some even
Ivine antisocial personality problems
thut appeared to plav o major role as
camsative  factors in their alleged
criminal behaior. Findings were
comparihle i a similiwly selected
sample of FOT mmates of a county jail
lor wamen £33

Other studies have showa that «
Luge proportion of mentally ill per-
sons ina kil populition were home-
fess betore anrest and incareeration
30350 For mstance. one study in
New York Cits lound tat homeless
mentdle Al persons were grossh
averrepresended  wnong defendants
with wental disarders entering the
crmmmal postice and loremsic mental
health svsterns fin both violent and
nonvolent oltenses 55 Forts -three
sercent of the defendants with men-
voi dhiorders were homeless at the
“tene o the o o whieh they were

estedd The rte of honelessiess
..a\ 2 tnes Tosher s the overall
\.l|||l)l(' ll' (l"h'"('.l"l\ A%Y |‘l| "“'"‘A" (h.\‘
oreders o m the overall popalation
b wentadls Il persons me e city,

VMeoneo e, bomcless detendants were

PRI SERVICES o Aprl 199 ol

“;’mlir.mlly s fikedy o b been

cluraed with vichmnzme stransers.

Crrrent treneds

B is often asserted that the nennbieer of
mentadl il persons cireently i onr
crmmal jostice sasten s barer than
4.360.

375 Thes wssertion is consistent with

hetore demstitutionalization

Penrose « theary deseribied above 1t
e he arsued that society s twleranee
m the commmmty al the deviant he-
lanvior ol people with mental disor-
ders appeies to be Timnted. This limit-
cd tolevance is especisly trie for
those who hinve diveet contact with
mentallv ill persons, mamely the

-
Society’s
tolerance in
the community of the
deviant bebavior of people
with mental disorders
appears to be

limited.

Manmy Delieve that if social control
through the mental health system s
impeded becanse of constraints such
av fewer long-term state hospital
beds. commmity pressure will result
in placement of some of these persons
in - criminal jnslice system.

In the 19705 studies began to ap-
poar showie it the arvest rate for
frmer payelnatric hospital patients
wins Jugher than that for the wencral
pupnlation 35390 Virons altempts
AW |"'.|l|(' lo agconl ll'l' l'"' Ili'_"ll'l'
rate. Steadman ad associates *Y: con-
cludied from their data that the in-
creane was due alimost entively o the
mcrcised number o persons with -
rest teennds hemeudmitted o mental
hospatals They speenlated that per-

7 N

[ ——r

/
/

courls. Families. and other citizens. ©

sats who torerle wonhd ane heen
canghit w the revolviee coll dons” e
uon bonnces back aud forth betw een
state hospatals and el as salntions
e sanght nementad headth treatiment
for what e sadly s ance bhelun -
s or property ollenes”

A related eaplanation i the Late
19708 was the theony of the “paelu-
T

theors hypothesized that the -

alricizalion ol ceiminals 2 S037 .

creaned rate of violent crime alter
hospital diseharee was due to gail and
prison onerceonding and that mentad
hospitaly were increasingh admit-
ting individuals formerly dealt with
by the criminal justice system. On
the other hand. o 1978 study in a
Cadifornin conmty showed that for-
wer hospital patients with no histon
ol irrests when they entered the hos-
pital were arrested roughhy three
times more often aller disclharee
than the general county papuldtion
and five times more often for serious
violent erimes (40).

Anather explanation for the in-
creased arrest rate of former hospital
patients is that a more criminal group
of mentally jll individuals is now hos-
pitalized as a vesult of the stricter cri-
tevia for civil commitment. which reh
heavily on dangerousness (41). Final-
h: the relationship between mental
illness and violence, as discussed he-
low. may be another factor. Despite
the arguments offered. sufficient evi-
dence does not exist to settle these is-
sues definitively.

An important question is whether
the number of mentally il persons in
Fuils and prisons has increased sinee
deinstitationalization. A number of
studlies over the past several decades
han e purported to demonstrate an in-
cresise. but Teplin (17) perhaps said it
hest when she wrote, “His concluded
it the research literatwre, albeit
wethodolomeally Nawed, offers at
least modest support e the con-
tention that the mentally il are heine
fincreaningh ] processed throngh the
critmmal justice suatem” Flos evi-
dence iy Lwgely dincad and mleren-
tal. andd it is coertaindy luehly sugges-
e However, becanse of the lack of
vond studies of mentally i3 persous in
iy and prisons hetore demstitution.
alization. findmes of yesearch cone

ducted sinee that trae Gt e con-
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sdered comelnan e evidenee that the
mnnbeer al wentalls il persons b in-
1 ||'.l\"ll

Nevertheless, at appears that «
Seealer praportion ol mentally il per-
s e ariested compared with the
deneral population One of the better
stadhies siestines this disproportion-
e rate was comducted Iy Cleplind 11
Clacaso policemen were obsersed
over a 2200hone Tanonth period.
and 1382 police-citizen enconnters

were docimented. The presence of

payehiatine ilhiess i sspeet was
determmed at the seene Iy o saatem
that took mito account hehavioral
suptoms ol the eimvironmental
contest 10 was homd that 27.9 per-
cent ol the sinpects without mental
disorders and 6.7 percent of the pay-
chiatrically il suspects were arreste.

Perhaps two of the more persisive
argnments thad a lngher proportion of
persons wath severe mental illness
can he fonnd in the eriminal justice
susteis sinee deinstitutionalization
are the presence of Targe numbers of
such persons now yesiding in our jails
and prisons and the clinical obsenva-
tions of clinicims and vescarchers. 1t
is the impression of cliniciins ane! ye-
searchers that a Large proportion of
the severely mentally ill persons they
see injails el prisons are similar in
alinost creny wan o long-term Pat-
tients in state hospitals betore deinsti-
tutionalization (42). Obviously, life-
tine residents of state hospitals had
little apportunity to commil crimes
aed o be arrested.

I a sl s, it wan obsenved
even e the 19705 that more liberty
for the traditional payehiatric hospital
paticnt placed m the community; in-
cludme the abilitv o refuse treat-
went s likely an importat fetor in
cyplainme the observed inereased -
rest rate and viofenee G39.43). As dis-
cissedd Below it s generally the un-
trcated wentadly Gl persm who i
wore volent. particulnhy ifsalstanee

.Illll\l' I~ Ill\ﬂl\ l‘(l.

Mentad tiness and violence

Untd vecenth b wan seneradly b

Tevedd tleat prersons with iajor mental
tiness ek as sehizaphienia o
Bapolar illiness were not e likely 1o
vt violent crinees than the eener-

ab papuiaion BL Flowever, o vrow -

180

et hody of evdence bas showen e
Lionstup hets een mental lness auld
\i(ll('lll'('. ('\I“'(".l".\ dlnone l)l'l AYRTI AN
who ane |)\_\(.'hn!n- and do nat Lk
then medications 13-35 0 Thas rela-
teonship v meost strihnezt e velatin e
[1131F)Y i“l('ll' soctetnes, \”('Il A8 I Nean-
doinia For imtance. NMedmck and
his colleavues =19 found that males i
Dennirk with o severe mentad disor-
der who were admitted to o paela-
atric hospital by ave 15 represented
onlv 3 percent of the total population
of males but were responsible for
about 30 peveent of all the viobent of-
tenses committed by nudes. Likewise.
femade mental patients in Denniok
constituted abont 5 percent of the fe-
male popubation but were responsible
for 30 peveent of all the violent oflens-
es commiitted by fenndes. Similar
lindings were noted in Sweden (34),

Substince abuse also increases the
visk of violent hehavion, particularly in
combimution with severe mental ill-
ness 41.47.51.53.35.56). While it
would appear that the vast nrjority of
pevsons with serious mental illness
are not more dangerous than the gen-
eral population. the recent literature
cited above suggests the existence of
a subgroup that is more dangerous. It
has been asserted that violent behav-
ior by this subgroup stigmatizes men-
tally il persons generally and that it
will be difficult to reduce the stigima
until the violence of this subgroup is
addressed (4).

Causatitve factors

The Lwtors most commonhy cited as
causes of mentally il persons” being,
placed in the criminal justice svstem
are deinstitutionalization and the un-
availability: of long-term Tospitaliza-
tion in state hospitals for persons with
chronic ad severe mental illness.
more bommal and rigid eriteria for civ -
il commitment. the lack of adequate
supporl svstems for mentadly il per-
sons i the commumity. the ditficuhy
mentally ill persons coming from the
criminmal justice svstem have saining
aceess e mentad health teeatiment in
the communty. and a beliel by faw
enlorcement personnel that they can
deal with devient beliwior more
quickly anud elhciently wathin the
criminal justice svstem than m the
mental health swstem 3735\ Lactor

UNYCHINTRIC SERVICES o apnt 1995 v

fi-ss conmmondy discsessed s the he.
he's attitides towand peraons watly
mental disordvrsowho commit ¢nmmes

(e an el abont e faomeless
mentadly il popolaton, Beloher 39
wiole that " combimnation of seaere
menbal illuess. o l('mlc'll('_\ o decom-
pensate ina nostrnctioed envivon-
ments smd an mabiling or maalline.
ness to follow throueh with volunton
aftercare arvaneenients and ke pre-
seribed medication contrilbmted o -
volvement with the eriminal justice
sutem. Wandering gimleshy i the

community. psychotic mneh of e

e, amd voable to mansage their in-
ternal contiol systems. these peaple
lound the criminal justice sstem wan
an insvium of kst resort.”

Deinstitutionalization. Ax noted.
the belief that deinstititionalization i
a Gse of mentally il persons” heinge
plced in the criminal justice system
oo widely held theony for which
some evidence exists (3,175 1t can
certainly be demomstvated that less
room currently exists in state mental
hospitals for chronically and severely
mentally il persons. In 1955 when
the number of patients in state hospi-
tals in the US. reached its highest
point. 359.000 persons were institu-
tionalized in state mental hospitals
out of a total national population of
165 million. Now the figore is 72.0(0
for a population of more than 250 mil-
lion. In about 40 vears. the US. hin
reduced its nnmber of occupicd state
hospital beds from 339 per 100,000
population to 29 per 10K on am
given duy (601 However, these fie-
ures may not accunately velleet the
numbers of persons who receive
highly structured 24-hour care be-
cse of the development and growth
of a variety of conmumity psyvehiatric
Lacilities tuany of them locked) in the
varions states that attempt to provide
this kind of care (61,

by one opinion. deinstitutionaliza-
tion sct the stave for nCreasing mnn-
hers of mentally il persons o enter
the crimmal jistice system, More-
sver serions problems in implement.-
e demstitntionalization lane ollen
been cncommtered. such s e
quale or imappopriate ontpaticent
treatment. mallicient conpnnity ye--
sources. and insnflicient 2 Bhanr
hichly stroctired paehutie cue -
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cilities b those who necd them. o
the entent th. c|('i||\l|l||lm||.||l/4||iuu
hos vesalted e these problems, we
bichiev e that o s o ssemilicant Lactor
accanutine bt |)|.|t‘('llll'|ll il
ad privons of usun ||u-||l;|||_\ ifl pen-
sons o wonld atherwise e reated
m the communmty orm a |m\|)il;||.
Muare restrictive civil commitment
criteria. Ao people bhelieve that
mone strmeent civil commmitinent eri-
teri have contrilited not only to de-
nutitntionalization but 1o an in-
creased number of mentally il per-
sans e o prisons 137.59.62.63,.
Lo 1969 Callbornia's then-novel civil
Lanterman-
Petes-Short Act. went into effect.
Within a decude evens state and Pacer-

commtiment fw, the

to R made similar modifications i
then Such
vapid and complete consensns among

connmbment  codes.
leunkaures is virtuallv anprecedent-
cd Nore mportant. it reflected a
nearly wniversal views that past inat-
tention to the nghts of meatally il
persons needed to be corrected.

In cllect. the new civil commitment
fnws accomplished taree thines. First,
the Ly changed the substantive eri-
teria bor commitment lfrom more gen-
cral criteria that simphy embaodied
concepts ol mental illness and need
lor treatinent to more specific eriteria
that cimbodied cither dangerousness
resulting from mental illness or the
wcapacity to care for oneself Second.
the bns chaneed the duration of
conmmitment rom indeterminate and
cvtemsne perds to determinate smd
brwet perisds. Thivd, the new Faws ea-
phcith provided that persons civilly
committed have rapid access o the
coutls to attomneys.and. in some cas-
s topay trals: this access ensured
the hinds of duce-process guarantees
to cnallv committed  persons that
cotnnnal detendants Tid obtained
i the previons decade 64

These procedural saleenards and
clew conmuatment stndards resalted
e bewer as o well as shorter commmit-
wients Thoas anon mentally Sl inds.
vy whes \\u|l|i|_ otheiwise have
bevo coalh commmatted by Ly
others were o Telt to resude m the
conmpniy Moreover, the el com-
vbiment ~tandatd Tor danderonsness
e senne sbabes el as ALk (3.

bt un o Waduneton 67-
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I“'('l"l"'\ R restrictine \\I“'" e\ -
tended commttinents e sonshit
Thevetone ondyv thee mst dangerons
menbadly dl persons venanm Losptal-
wzed and the foss dancenms e dhise
cluarced  The resalt s csreath -
creansed wumbers of mentadly ol per-
sons i the commmmnnty who ey com-
mit crinmnal acts and enter the crimi-
nal pastice sostem

On the other o, it bas been ohe-
senved that ehimges in civil commit-
ment ki bave often not had in prae-
tice the nupact intended by thowe
who wrate them 65 These reforme
have been resisted In prdees, mental
health professiomals, Gamilies. ol
even altorneys when they were seen
as shifting the focos away from pa-
tienty” treatment needs. Thus in same
mstances  more restrictive commit-
ment laws may not has e been anim-
portant cause ofuan increased minnher
of mentally ill persons in jail.

Access to treatment. The availabil-
ity or fack of availability. of treatment
resonrees in the commumity has three
important aspects. Firste it iy clear
that in most. though by no means all,
jurisdictions in this conntin. mental
health treatment. housing, and reha-
bilitation resources are insuflicient to
serve the veny large numbers of men-
tallv il persons in the community
{G9. For instance. cine mangement
has come to be viewed as one of the
essential components of an adequate
mental health provvam +20.41.70).
However the eriminal justice svstem
is ill prepared o provide case man-
agement services to mentally il per-
somy leaving jails and prisons. In
pamy Jurisdictions, locad  mentil
health agencies e abo been stow
to provide these services o this pop-
wlation 3%,

Second. commumity: mental health
resourees iy he inappropriate for

the population o be senved 25, For

imtance. mentallh il pevsons i be
expected to come o ontpatient clinies
when the veal nevd b a Luge pro-
portion of this population i antreach
MU i('('\. .\l"l"' servgee l“l’\ Hll'r\ lll-l_\
Lk the alulit to provide the degiec
of stracture requived Ty o aen-
tally il oflendens

Thind mentall all persons whe
hanve breen il nen oot be able o

Lam gaecess o comnmminldy featinent

Ner

even when it savalabde Theae Puet-
sons v e heen desenbed s resnntant
to treabment danserons sertons
substanee ahasmz -\|u'|np.|l|m"
N2 Tl

nat consdered desivable h_\ 1ot

chuuactenstion venerally

commmty mental health aecncnes
Forther ance man of these ageneies
i not have the r._tp.dnllt_\ to ro-
vde the needed stinctre, it et
Ly, .lII(I \.lh‘l_\ fon \l.l“VIN‘l'('\\;u'\ o
suceesstully treat these persans, ther
reductmee to treat them may be ap-
proprrade.

A Lwrge proportion of meutally il
persons who commt criminal oflens-
es tends 1o be highly vesistant to pay -
.62, Thes

nan refise referral. may not keep ap-

chiatric treatment

pointments, many not he compliant
with pavchoactive medications, nay
notabstam from substince alnne, and
nay refine appropriate honsing place-
ments. As Whitmer (31 has observed.
attempts at outpatient treatment with
such persons “tuke on the aspect of a
comtest that a woelully unprepared
therapist must sooner or later forfeit.”
Hence. he used the term “forfeited
patients” to emphasize that these per-
sons are not just passively lost to
treatment. hut that meatal health pro-
fessionals have actively struggled to
treat them and have had to acknow]-
edue defeat.

Thus the mental health svstem
finds these mentally ill offenders ex-
tremely difficult to treat and resists
serving them 13771 This reluctance
extends o virhmally all areas of com-
nmity-hased o, including thera-
peatic honsing. social and vocational
rchahilitation. and general social ser-
vices 3%, Moreover, many mentally
ill ofenders are intimidating becanse
of previous violent and fear-inspiring
behavior Treating this group is veny
difterent from helping passive. -
merly institutionalized patients adapt
quictly to life in the commumity (73),
Commumuty mental health profes-
stonals are not only reluctmt but nin
alwo be abraid o tieat them. especial-
IV whien measires are not adopted o
cisre stafl salety. Then these men-
tally il persons are lelt for the crmi-
pal palice sstem ta nmaswee (515, O
the other bamd. we have seen ontpa-
tent Lahties i wlaeh structine

provuded sl e protectid. and
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wental healthe wed cromml ninlice
\'.l,, « "‘\"l\. (""'.Il"‘l;l'(' ”“lll'l \||("|
ol |"||\L|'l( (R TRT11Y “l !l“'\l' I"'l AYRIFRN
aresucoesstnlly gt

The vole of the police, \ L pro-
porion of acitel el i persons
come st o the atention of the po-
hee TH-T7 0 Bven il the police can-
srder e toblem o be iental ill-
e the wental health oplion can in-
volve s mmnber ol problems and nri-
Lty There sy be o wating pe-
rods cmerdency raoms duarine
which police ollicens Gamet attend to
other daties Meatd Lealth profes-
sitmals niny question the judement of
police and refuse admission. or thes
may adunt for only o brief hospital
st aperson who justashort time he-
fore constituted o clear memwe to the
tonmmnily O7.785.7Y,

Ou the other lind, the police know
veny well that if they refer a psyehii-
atric case to the crnmingl Justice sys.
tem the offender will he dealt with in
more systemndic way, He or she will
b then into anstody. will probably
be seen by oo mental health profes-
siomal attached to the court or in the

Jailoand will prabably receive psxvchi-

atric evaluation and treatment. Thus
arestis avespomse with which police
are Lomilin. one over whicly they have
more comtrol, and one that they be-
lieve will Tead to an appropriate dis.-
Position (57500 Morcover, when per-
soms who are sacially disruptive are
Acuded Trom pachiateie Lacilitics.
the crnmnal pustice slem becomes
the system “that ot s o (162,
With resard 1o minor offenses. o
manber of Lactors lave Ieen pro-
posed to evplain why o mentally
person samrested vather tuan iken o
a hospital. A person who appens
wentally il to g aental heallh profes.
sl iy not appear so to police of-
heers who, despite their practicad ex-
perences have wot had sufficien
et e dealmge watly this populka-
o and e sl '.I\l)l'l\llll\ e these
(NI { S R R N |

e appear to e police s amph -
Y| M

Ao imental illneas

cobol or dne mtovication espectally
il ”u' lln'lll.l"\ l” [RCM AN} 'l.l\ lu'l‘ll Hin-
et dves oo alcobol af et of -
vest Sl anothes bactor i tHiat o the
i“'.l' .||Ill |l'|||||\ll"l l'l «dn |'“l""'l|l|'l
witl: thee pohice and otlee cilizens,

whicho iy we linde: oreihly subilipnne

18R

e ollender aens of gy it albneod
e o nunoticed 5

I adidition s snbore cinenl offy.
cers iy e mre mcdonaed ol
mentall ol persans byl of e 1 .
leve no appioprede commnmty ).
termatnes ane avaolabile S22 -
tee that has been telerred. o s
“merey hookime 7 Althogaly ths Prac-
ee may be viewed o nmconstitn.
tomal. the vist meajority of states b -
ot enacted lesislation actainst -
tuning noncrminmal mentadh il pee.
ple e il 014

The denimds of citizens also cone
into plas Mamy retl stores hane o
policy that amane caneht shoplitting
shonld vo to Jaileand store managers

The criminal
Justice system appears
to have litile interest
in decriminalizing persons
with psychiatric disorders
even though they represent
a considerable burden
1o that system and
utilize scarce

resources.

arcamstrected to make- o citizen's ar-
restand call the police without eAeep-
tiom. Liimother Lind of situation, preo-
plewho Iiv e jost been asanlted In g
pachobie persan are lr('qm-nll_\ nn!
incloed to be wpathetic to then i
salaint even when meatad distwrliing e
evdent Thas winen Gitizen
LIZAY MY IUETTIRN P TY T TYLON ciltzen s wrrest e
v the person Liben to il
Society s altitudes. - publa s
h.ullllun.x“) beluved tha Iy en-
tenee ol than Misonas too ket
ll" SR lll'('.l('l'l AV S WA {] I' ‘III‘\ Sl
nu-nl.|”_\ 11 BN

view menlal illie as vl aml

Neancaver, sonn-

peochaps o de-hibic e, et bl
ponshinent NS85 sl anothey nn.
Pttt Lt s the pubilic b
nn-nl.lll_\ il Detsons |-l|‘
conad offenses

The public' s soonime nuolerang . ol
prerpetvators. swhether mentally ol oy
ot e demonsteated In sy aecep-
tince of and desiee bor sione veston -
e detention Livs fon ollenders
Wath vespect to ollendens watly tental
disorders, somee states hine repealed
sexatad payehopathology fin (i Per-
mntted mental health teatment for
sev oflenders vather than crimma
processing and imprisonient. Di-
minished capacity. which can be o -
tor in grantme 0 more lement sen-
tenee, s abso been repeated i
nmumber of states. Moreover: leinda-
tion has been passed wherehy offend.
ers with mental disorders in prison
G hane ther periods of socal con.-
trol extended if they are identificd o
dungerons hefore their parole date or
the expivation of their senlence. Tor
cvample. in Galifornia wentally il of-
lenders considered 1o be dangerous
561 and sexvally violent predate
150 e usmally tansferred on they
parole date or on expiration of their
sentence o state mental hospitals.
where they e confined For tread-
ment tor renewable periods of one or
two vears. In onr apinion. these Lo
refllect the attitudes of socicty toward
mentally ill offenders.

Although psyehiatrie intenentions
evist e the eriminal jistice aatem,
mentally il persons are more strcth
controlfed m that svstem thim e Pa-
icnls i pavehiatric hospitals 137,
Moreover, the criminal Justice sya-
lem. (I(-,\pih' protestations to the con-
tranappears to have linde interest
decrinnmalizmy Persons with paycli-
atric disorders even thonel thea rep-
resentza considevable bisrden sond ati-
hze searee resonrces, In o thouelitiul
wticle, Laberee and Morm 37l
served hat a gencrgd decriminahiza-
Lo of payebnatie cases wanld theeat-

en the eriminal Ivstice sastew o gis

loundations becanse wich ap
provch oueht be prercen ed as mndes |

mning e pranciple of ety of Wl
belove the baw Flis prreeption wonkd
(AN IN | CVen W l"'l(. ('r""l“.ll '.|\\ LN & ) UL
wzes mental disorders s conkers mee
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Specilic treatinent ol weentathy
persons in the cromud st sadem
s often seen as \pu-('ml treatinent bath
Iy the seneral public and sothin the
el pustice saslenn ot it
the msamty detense s percenaed In
most \nericans as o beguenthy gaised
detense as well as aowan o evade jts-
ll('('. IIl)\\('\("'. \l"(ll(‘\ Il.l\(' \I"l\\ll
that this delerse iy seldons nsed aond
varely siecesstnl 5S84 T addition.
it Iyl\ been demonstrated that persans
“ll() \ll('('('\\'"”_\ AT ll"\ (l('l('"\('
may be detamed for considerablhy
lonwer |)(-nm|\ tran others convicted
tor the sane oflenses (90915,

NMoreover it appears the criminal
nistice sestem is more inclined to in-
terpret and deal with criminal beha -
1w an teros of illness when the de-
viant person acknowledges the illness
and s willine to undergo treatment
lor ot 92 - Clearh. the appropriate-
ness of freating wentally il offenders
safeh in the commumity shonld be as-
sessed However, andertaking sue-
cesshl treatment for this population
can be damting, For instance. Brelje
93 wrote that eflective psyehothera-
m o mentally il offenders involves
the patient's insight, an awareness of
vulnerahility to or presence of a men-
tal disorder. a realistic understanding
al the nature of the mental illness. a
motination to clunee or prevent re-
currence of symploms., an acceptance
of breatment oals and strategies. re-
alistic: pessonal goals. and the pa-
trend s avareness of his or her lewal
status aond s ieaninge

Howevern Laberge and Morin (373

v observed that many mentally il
oflenders do not take responsibility
tor thew dlness o their offenses
do not acknowledee their need for
teatment. They rebine a therapentic
velatvonsdup and refine to take med-
wation and keep appointments.
Therelore they are olten not seen by
socrety s persons who should be “es-
cused B then lesal transeressions.
1t appeans that despate the concern of
lln'nl.ll 'll'.ll”l plnh‘\\lllll.ll\ ;Ill(l any
rantls nwembers abont mentally il
AN RSETTAS I l.lll the- aeneral |\ll|l|ll'
wonthd sl lathe sapport dor
placme socal contials on mdinoaduals
who comuput offenses ol rehine to
sabnat to treatient thal sets lisds on

then he-havue

PSR SERMICES o vprd 1995 vl 9

Thos crnmalizatins of inentalh i
persons wWhio b commtted o
ollenses cannot be seen s et
snnply e the sl esplanations of
Leek of lowestenn hosptalization Lk
ab adegpale suppol susbens an th-
conumnmby, ddlienlty i canming cntin
tnto the wental health svstens, and
more restrrctive eriteria b el come-
mitment. Apother crocad kctor is so-
vien s concern that erminal affenses
be dealt with and it persons ¢ome-
mitting them be controlled and pun-
ished. especialy i they are naot clear-
v willing to aceept the pationt role.

Conclusions and recommendations
Much has been leaned about what
needs to he done to prevent mentally
ill pensons from being inappropriate-
h placed in the criminal justice sys-
tem and about how to treat them onee
they are there and alter they are re-
leased into the community. What has
been Lacking is widespread and com-

prehensive implementation ol inter-

ventions shown to he eleetne (29,
—

Several of these stratefiies are sum-
marized helow.

Steps should be taken to prevent
inappropriate rest of mentally ll
persons (941 The police are often the
first to respond to emergencies in-
volving people with severe psyehi-
atric disturlances (73). However, the
police may not alwavs recopnize a
need for. or have access to. emer-
geney psyehiatrie resources. Clearly:
mental health expertise is needed at
this point to prevent criminalization.
There is a pressing need Tor fornad
training_of_police pflicers to help
them better understand mental ill-
ness and toimprove their attitudes to-

ward individuals with mental disor-
ders 15195

Mental health consubtation provid-
ed to the palice in the field G resnlt
in o response that combines the spe-
cialized knowledue and evpertise of
law entorcement and mental health
professionabs. Suely an approach can
greatly increase e number of men-
tallv il perons given approprade ac-
coess o the mentad health suslem
vather U mappropoately diverted
(o the ermmal justice ssstem. For ea-
aniple. ity
(-'-I-Ill"__it‘lu'\ leans conistime ol police
ollicers and mental health profession-

——-'-—\

an evahistion of pavcliatne

AL ]

A doad that the s wanes bl to
deal wath pavelinatoe cinersencues

the held cvenwatl o ll-.pu|.|llun -

cacternized by aente and el severe

mental s o bzl pateoatiad o .
alenee, o hnsh prevalence of sertons
subsbnce abise, and lone Listonues
with bhoth the commmal pustece oo thie-
mental health swatess 770 These
teams took or sent ahmost ol of the
PErsOns 1 Cnsis tn the mental health
sustent and not to Ll

For andividuals who are arrested
and placed i jail. it is venerally e

S —
ommended that_the kel ronluiel

sereen sl meoming detainees for se-

vere mentad disorder and that qail ad-

mmistrators nevottale proveanunatic
relationshipe health
agencies to provide multidisciplinar
pavehiatric teams 124785 These

teams should e established inside

Jails to provide shovt-term erisis eval-

with  mental

wation. treatment. and referral to o
psvehiatric hospital i necessiy. The
teams should include psvehiatrists so
that psychoactive medications can he
preseribed.

Mentally il detainees who have

committed minor crimes, such as

trespassing. and - disordedy conduet.
should _be diverted o the mental
health svstem entirely. or at minimum
for treatment. For instance. mental
health teams should be veadily avail-
able for consultation to the wrraign-
ment courts and especially to the mu-
nicipal conrts. where many acutely

psvchiotic patients appear with ven
minimal criminal charees. Steadnim
and assocites 1965 foimd that only
small number of US. jails have diver-
sion provrions for mentally il de-
tainces. They adso observed that ob-
jective data on the effectiveness of
these prograns wre hicking. On the

ather hand. it_bas been foynd thiat

cont-nandated and -monitored treat -

ment in licw of il wis eftfective i oh-

tainingacond ontcome for chronically

andSeverels nrentally i penons who
comtitted misdemeanons (97,
Beleher o549, wrote that a sastem
thatvelies soleh onvoluntany compli-
anee may nol provide adeguate strae-
e for meatally il oltenders. Te
LMOS-101 recommended
such el as antpatient com-

othiers

mibiment. court-momitored teeatment.,

treatiment as o conlition ol pmlmlum

4KY



ordip Gr supenision by atencies
soch s Opeoon's Pavehiiatrie Seanrity
Beview Board 1102, Freciman and
103 acknowledued that the
comnton parole hoard lis i vight 1o vt

Roesch

conelitions o velease 1o the comnn-
nity that anchud, mancatorny  treat-
ment Nevertheles, mental health pro-
tessiomals Bave g ethical and lewal
obligation 1o fully inforn Patients
abont the vature of the treatment and
ohluin thei consent for it

It i importimt o recoenize that
persons with mental disorders who
awre discharged from psychiatric or
correctional institutions experience
multiple problems that cannot be ad-
cauately treated in traditional com-
munity-hased Lacilities (104.103). Thus
placement in the community often re-
sults in rehospitalization or reincar-
ceration H106). To reduce this cvele,
anertive cise nrmagement programs
are recommended.

The great majority of mentally jll
olfenders néed the basie elements of
cne mamgement, which starts witly
the premise that each person has g
desienated professional with overall
responsibility for his or her care
20.107). The case manager formu-
lates an individualized treatment and
rehabilitation plan with the participa-
tion of the mentally il person and of-
ten the supervision of the court, As
vare progresses, the case manager
monitors the mentally ill person to
determine if he or she is receiving
and complying with treatment, has an
appropriate living situation, has ade-
quate funds. and has aceess to voca-
tional rehabilitation.

The case manager not only pro-
vides ontreach services. hut also
senves s an advocate for the individ-
valand makes sure that the mentally
tl person is not driftingaway: from the
supportive clements of such o net-
work. An assertive Gase management
povran deals with clients on a fre-
quent and long-term basis, using a
hands-on approach that NI NEeCessi-
Lt meeting with clients “on their
own i oreven seemy clients daily

1 This Borm of contact and Fail-
ot with clients helps the cise man-
e and clientanticipate and prevent
szmthcant decompensation.

Tportantadvinces bave been made
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the violent behavior of severels uien-
tally ill persons (OS109,. Belavior
therapy and plarmacotherapy —in
particnka the e of the new aty pical
antipsychotic viedications—ae bt .
lew examples. I encial it theee
modalitios be widelh unplemented.

Mental health iezencies m the com-
mnity muost be able o provide the
dedree of structine and Timi setting
needed by mentally ill ofenders, as
well ax ensure the safety of stall:
When highly stractured 24-honr care
is required, it should be provided.

The vole of familv members is an
important aspeet in the care of men-
tally ill offenders. Often overlooked
are family members’ needs for guid-
ance and support. Families should he
instructed in wavs to help stabilize
their relative (107). Thev should also
be involved in support proveams o
help them during crises and in sell-
help programs so they can henefit
from the experience of other families
in similar situations (110).

We believe that a significant in-
crease in mental health services for
severely mentally ill persons, from
outpatient treatiment and case man-
agement to highly structured 24-hour
care, would result i Tar Tewer mental-
Iy ill persons” committing criminal of-
fenses. Thus one of our most impor-
tant recommendations is for increased
mental health services. The criminal
Justice system should not be viewed as
anappropniate substitute for the men-
tal health system. Morcover, it has
been our experience that an enormous
stigma is attached to people who have
been categorized as both mentally il
and an offender, and it is thus ey
tremely difficult to place them in com.
ity treatment and howsing. The
difliculty is even greater when they
have been in a forensic hospital.

Clearly, manv mentally ill Perons
who commit criminal offeres pre-
sent formidable challenges 10 treat-
ment because of their tre
tance, poor compliance with antipsy -
cholic medicitions, potentil daneer-

ment resis-

- ! =
ousness. hih rte of substangee almisge,

N0 Laree -

and Or stracho
tenl. the

has given up on them allow el

PUBCInental health sstem

them to become the respoisibility of

the criminal justice sstem. We e

PNUHINTRIC SERVICES o APOL YK Aof 4y N,

C o e s s,
contribute to sueceashl reatment of
this population

Bnplementing these veconmen.,. _
tioms would mean tailorine taental
health servaces to et the needs n.
mentally ill ollenders and leating
thiemas il they were o omplint. coop.
crativeand in need of W anmimon, of
controls. The fives of a Ly propor.
tion are chavactenzed by chaon, s
phoriaand deprivation as they by 1o
sivive inaoworld for which they o
ill prepared. The on ot lov treat-
ment and for structine, and we by
lieve it is the oblivation of the wental
health system to provide it 1F eflic-
tive and appropriate inten entions are
provided. these individials nmay not
only improve pawhiatrically hut nny
also engagre in considerably less crim-
inal behavior. ¢
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Statement by Supervisor Jan Brewer

Task Force on Improving the Arizona Mental Health System

September 21, 1999

Mr. Chairman, once again let me begin by thanking you for allowing
me the opportunity to testify before this Task Force. It Is clear to me
that everyone on this committee is actively participating and
volunteering their time towards the common cause of éssisting
Arizona's mentally ill.

Before | begin today's presentation regarding the role of Maricopa
County in providing services to the mentally ill, let me respond to
Senator Grace's comments of two weeks ago and reiterate my
previous testimony.

» Maricopa County conveyed 160 acres of land back in 1885 to the
Territory of Arizona for the sole purpose of maintaining a hospital
for the mentally ill. 1t is our belief that a failure to maintain a facility
for the mentally ill at this site is a breach of the trusts’ conveyance.

» This is not to say that the County is ready to take back control of
the State Hospital. However, we do feel that continued neglect by
the State to provide and accommodate housing for the mentally ill

\ 1
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can uliimateiy lead to serious probiems for ali involved: the
families, Maricopa County, and the State.

+ In addition. we believe the State Hospital was never intendéd to be
used as a prison. The fact is, the increasing presence of the
Department of Corrections at this site is a perfect example of
breaching the trust. We hope the State would vigorously pursue
options to move DOC away from the State Hospital grounds - thus
freeing up desperately needed space.

Introduction: Maricopa County — Helping find a Solution

When | was first elected to represent Maricopa County, | didn't know
a whole lot about the County's role in dealing with the mentally ill. |
knew of the Arnold vs. Sarn case, and | knew that the jail was full of
seriously mentally ill individuals. But | didn't know what services we
provided or how we dealt with these detainees.

Today, | have a much better understanding of the County's role, and
I've broken it down into 3 basic components:

1) Our role as a defendant in the Arnold vs. Sarn case,

2) Our criminal justice system. |

3) Our role outside of criminal justice with the Probate Court and
Public Fiduciary helping to determine whether an individual should
be civilly committed.



Amold vs. Sarn

With regards to Arnold vs. Sarn, this Task Force is orobably already
familiar with the obligations of Maricopa County, so I'll briefly discuss
this area. As a defendant in this case, our County has a legal
obligation to help provide services for seriously mentally ill
individuals.

We are also stipulated to provide financial support, and to utilize our
best efforts in developing programs to review the appropriateness of
jail admissions and divert class members from inappropriate
incarceration.

Through an Intergovernmental Agreement with ADHS, Maricopa
County is required to transfer behavioral health funds and
responsibility for services to persons with serious mental illness. We
paid $23,963,397 towards that cause last year. The IGA also
establishes the funding mechanism by which we transfer funding for
non-SMI, general mental health and substance abuse to ADHS at a
basic cost of $4,856,576. Thus our total Arnold vs. Sarn obligation
last year totalled $28,819,973.



Criminai Justice

The second area of respensibility for Maricopa County is within our
huge Criminal Justice system that includes adult and juvenile
detainees. This includes: pretrial service for the seriously mentally
ill. correctional health service in the jail, and post trial service.

Unfortunately, we are finding that due to a lack of adequate
community treatment and hospital or housing alternatives, mentally ill
individuals frequently defauit to treatment or institutionalization in the
County's criminal justice system.

Adult Jail :

At any given time, there are 150 seriously mentally ill individuals
identified by Value Options in the Maricopa County jails. We believe
there is actually a significantly higher number of seriously mentally il
individuals that are in our jail but not identified by Value Options. In
FY 99, there were 1,348 identified SMl's arrested, apbroximately 1/3
of which have a diagnosis of schizophrenia. And we provide
psychiatric services to adults at two licensed inpatient units with an
annual expenditure last year of $1.9 million.

[psychiatrists = $367,795, psychologist = $32,688
(don't counselors = $495,996, nursing = $748.154
read) pharmaceuticals = $255,367]

The first unit, Durango, is a 92 bed Inpatient Psychiatric Unit which
houses acute females and provides services to stabilize them. It also



provides longer term care for both maie and femaie cNronic, more
stable, patients.
In FY ©8/63 — there were 636 admissions into Durango. with
an average daily census of 41.23. (not used tc capacity as

double bunking is limited as a matter of policy — 92 beds)

Our second Psychiatric Unit is the Madison Inpatient Unit, a 120 bed
facility which houses acute male patients.
In FY 98/99 — there were 1,234 admissions into Madison with
an average daily census of 49. (Again, double bunking is

used on limited basis as a matter of policy)

Both Durango and Madison prepare a large number of mental health
petitions to commit people to treatment at our County Psych Annex,
rather than release them into the community because of dangerous
behavior. You may be interested to note that only 5 percent of those

in these Psych units have a diagnosis of primary substance abuse.

The County's Correctional Health Service also provides: less intense
service to chronic mentally ill patients, general counseling to inmates
that need crisis intervention, and referral services upon discharge.
Psychiatric staff also monitor stability in the mentally il who are
released from inpatient units. These services cost the County some
$633,443. |



Pre triai:

In addition to serving those individuals in our correctional health
system within the jail, our court system is responsible for evaluating
competency to stand trial..

When an individual is charged with a crime, be it for a misdemeanor
or a major felony, they have the right to be competent at the time of
trial. The court decides whether a defendant would be best restored
to competency in the community or at ASH.

Last year, 150 restorations were ordered. Of those defendants, 137
were charged with felonies, and only 13 with misdemeanors. The
Court ordered 144 of those to ASH to attempt restoration, and the
remaining 6 were referred to outpatient. The success with outpatient
restoration is variable, as the incentive for the defendant to get better
and then go to trial is minimal. Of the 144 admitted to ASH, only 3
were then readmitted for continued treatment. The total cost to
Maricopa County last year for all competency evaluations equalled
$641,821.

It is important to note that for évery one patient sent to ASH to restore
competence, two patients are diverted out of our Criminal Justice
system/Jail through civil commitr‘i’\ent. Approximately, 25 SM|
patients are ‘diverted’ from the system every month. The County



spends $558,803 on Transitiona! Living Centers o accommodate
these civil commitments.

Post Trial

After the trial, the Criminal Justice System is then burdened with the
responsibility for providing mental health services again. Our Adult
Probation Department currently supervises 450 probationers
diagnosed with a serious mental illness, with an additional 20
probationers on a waiting list. The local Regional Behavioral Health

Authority only provides case management services to approximately
half of these clients.

Many, if not most of the 450 probationers have Co-occurring disorders
of substance abuse and mental illness. Subsequently, they are too
often deemed ineligible for SMI services under the guise that their
symptoms are substance induced. This happens even when
evidence exists to the contrary. Adult Probation officers will routinely
provide extensive documentation of mental illness only to be told
documentation is not necessary. |

Thus, County Probation officers assigned to these caseloads are ~ by
default — serving in the capacity of RBHA case managers, and less
attention is ultimately provided io other populations. These
populations include, but are not limited to sex offender treatment,
substance abuse treatment and domestic violence programs.




Tie costs associaied for such Probation case managernent (most of
which is picked up by the Administrative Otfiice of the Supreme Court)
totaliad $1,250.925 in FY 98/99. Remember, however that this figure
does not include costs for incarceration due to decompensation! The
costs to the County in time and resources has yet to be calculated
Given this situation, ultimately, Maricopa County is forced to utilize
our jail as a treatment center due simply to an inability to access SMI
services in the community.

Let me also take a quick moment to also mention that Maricopa
County has been aggressive in diverting offenders determined to be
SMI by the RBHA from jail. We currently fund our own crisis
stabilization unit known as our Transitional Living Center to stabilize
some of our SMI's. Also, the City of Phoenix has a diversion program
which serves an average cf 25 people a month. Add to that another
38 clients a year being diverted out through our Federal GAINS grant
and you see that Maricopa County is doing more for outpatient
restoration programs than any other county in the state.

Juvenile

As you can see, the Adult costs are mounting up and we haven't
even discussed our Juveniles in the criminal justice system.

At a cost of $172,950, Méricopa County conducted approximately
575 mental competency exams on juveniles, 105 of which were sent
to restoration treatment. After these pretrial exams, our Durango and



Mesa Juvenile Detention Centers provide psycniatric care to juveniles
at a cost of $738,000. Finally, our Juvenile Probation Department
supervises the juvenile population with 12 positions at a cost of.
$5623,741.

When it comes to serving the juveniles, it is our experience that
juveniles who suffer from mental iliness spend about 4 times as long
in detention and require significantly more service before disposition
of their petition for delinquincy. This represents a further additional
cost to the County of $ 903,000, and a total cost for Juvenile service
of $1,426,741.

Civil
The County's third area of responsibility is the process of Probate

" Court and Public Fiduciary to help determine whether an individual
should be civilliy committed.

We discussed the pretrial process for mentally ill detaihees that may
be restorable to competency. What about those detainees which the
Court determines are not competent and cannot be restored to
competency? For these individuals, the charges MUST be
dismissed. At that point, the defendant can either be Civilly
committed or released back to the community. Of course, the County
is also responsible for other civil commitments outside the criminal
justice process as well.




There are four judicial officers that hear menial health matters and
sign mential heaith orders. The cost of their services and that of
support staff is $103,512 per year.

The Maricopa County Public Fiduciary has provided guardianship
and/or conservatorship services for 348 persons with a mental health
diagnosis in the last year. These required services include mental
health treatment decisions, medical decisions, placement issues and
decisions, advocacy on behalf of the client, client visitation,
coordination of services and the management of their benefits and
financial affairs. The average annual cost to the Public Fiduciary's
budget is $1,004,6786.

Summarize County roles

To summarize the major areas of responsibility for Maricopa County:

1) We're paying $28 million as part of the Arnold vs. Sarn legal
obligation to provide mental health care.

2) Criminal Justice, which includes
- Providing psychiatric treatment in our jail and juvenile
detention centers.
- Evaluation of competency.
- Probation service.



3) Duties to help determine civil commitment within our Probate
Court and Public Fiduciary.

Hospital

There are also non-legal costs incurred by the County which should
be mentioned. The cost of the psych unit at the Maricopa Medical
Center is $13.2 million per year. We receive a reimbursement of
$11.7 million leaving a shortfall of about $1.5 million a year for the
hospnaL

Conclusion

The final message | want to leave with you today, is that there is a
clear lack of interface between criminal justice and the behavioral
health system. As you can see by the number of Severly Mentally |l
individuals that are ending up in our criminal justice system,
community services are not adequately addressing the problem. And
as | mentioned before, far too many are falling through the cracks
after leaving our criminal justice system.

In my mind, the responsibility for case management of severely

_ mentally ill patients, is with the RBHA, and not the Jail. The RBHA's

case managers know the patients better than we do, and should be
doing more to assist them. This is especially true after the patient is
out of our criminal justice system and put on probation.

Ultimately, | believe the County is doing a good job of providing
service. Yet without an inter-connected, cooperative effort between



the State, the Arizona State Hospital, the Regional Behavioral Heélth ‘
Authority, and the County; our system of providing mental health care
will fail

Example: Andrew Frisk

12



Appendix J 2 to Mental
Health Task Force Report,
November 30, 1999

Funding Provided to SMi Populations within Maricopa County

County General Government
The IGA between Maricopa County and ADHS pursuant to Arnold vs. Sarn:

Services to the SMI population $23,963,397
(This cost is adjusted annually based on the
cost of delivering services)

Services to the non-SMi population,
general mental health and substance abuse $ 4,856,576
(This cost has stayed the same)

Total $28,819,973
Adult Criminal Court

There is little doubt that community programs and treatment for the mentally ill can effect
rates of incarceration. Because of a lack of adequate community treatment and hospital
or housing alteratives mentally ill individuals frequently default to treatment or
institutionalization in the criminal justice system.

When an individual is charged with a crime be it for a misdemeanor or a major felony,
they have the right to be competent at the time of trial. If after evidence is presented the
Court believes that the defendant is not competent and cannot be restored to competency
the charges MUST be dismissed. At that point the defendant can be civilly committed or
simply released to the community.

If a patient is determined to be restorable to competency then the court decides whether
the defendant would be best restored in the community or at ASH. In the great majority
of the cases in Maricopa County the defendants are in jail and have not been able to
make bond or are unable to be released from custody for other reasons: the issue of
release to the community is determined apart from competency issues. In virtually all
cases where a defendant is in custody that custody status is not changed and the
defendant will be ordered to ASH for an attempt at restoration.

if a defendant is determined by ASH to be not restorable then the individual is dealt with
as if never assigned to ASH (i.e.. the individual is either released to MMC for civil
commitment proceedings or to the 'streets.’) '

The county pays for outpatient restoration on a fee for service basis. Success with
outpatient restoration is variable since the incentive to get better and then go to trial is
minimal.

I



C.

Presently there are approximately 12,500 SMI RHBA desi

County with a capitated rate of approximately $6800 per

RBHA for services.

At any given time there are a
All but 13 of 150 defendants
readmitted to ASH for continued treatment.

SMIs incarcerated. Approximately 1/3 have
bipolar. Approximately 10% are diagnosed
covering a panoply of diagnoses.

Program costs:

Adult Rule 11

Juv Ment Comp
No-Shows (adult and juv)
State Hospital for patients!

Invoices
Total

Staff costs for FY98/99 are as follows:
Professional Contracts
Forensic Staff Salaries
Commissioner Salaries
Forensics Database

Total

1. Juvenile Detention

Correctional Health Services
Psychiatric Services

were charged with felonies.

pproximately 150 identified SMI individuals
In total, 3 defendants were
In FY 98/99 there were 1,348 identified
a diagnosis of schizophrenia with 20% being
with depression with the remaining numbers

gnated patients in Maricopa
SMI patient per year paid the

within the jail.

$ 120,950
$ 172,950
$ 36,600
$ 114,243

67,000
$ 511,743

$ 193,900
$ 69,618
$ 30,510
$ 30,000
$ 324,028

in the Durango and Mesa Juveniie ce
Monday through Friday from 8:00
On-site evaluations and asse

Ia

" July, we paid for patients who remained too long afier the court received the report.

nters. This psychiatrist is ava
-5:00. The following services are
ssments for ongoing continuing care

FY 99 FY 99
Annual Unitof Annual Daily
Area Category Expenditure Measure # Units Expenditure

Juvenile Psychiatrists $78,000 Encounters 1,546 $50.45
Psychologists 0
Counselors 0
Nursing 0

Pharmaceuticals
TOTAL $78,000 1,546 $50.45
. Correctional Health Services (CHS) provides 20 hours per week of

psychiatric care to juveniles
ilable on an emergency basis

provided:



Emergency assessments for psychiatric/dbehavioral problems
Telephone support and consultations with nursing staff
Medication adjustments

Consultations with Probation, ABS, outside providers and parents
Recommendations for care after release from Detention.

2. Adult Population

The average daily population in the Maricopa County jails in FY99 was 7,065. On September
14, 1999, the population was 6,498 with 1,567 of those being sentenced inmates and the
remaining 4,931 being pre-trial.

a) Adult Inpatient
CHS operates two (2) licensed psychiatric inpatient units. On the psych units, counselors see the patients daily;
psychiatrists sece them at least once per week or more often as needed. Routine staffings are held daily and staffings that
are more extensive are held every 30 days.

FY 99 FY 99
Annual Unitof Annual Daily
Area Category Expenditure Measure # Units Expenditure
Adult — Psychiatrists $367,795 Avg. daily 88 $59.15
Inpatient
Psychologists $32,688 Census

Counselors $495,996
. Nursing $748,154
Pharmaceuticals $255,367

TOTAL $1,900,000 88 $59.15

1) D2, Durango Inpatient Psychiatric Unit;

* Licensed 92 bed facility (not used to capacity - double bunking is used on a limited
basis as a matter of policy)

FY99 total number of admissions: 636

FY99 total number of discharge: 609

FY99 Average daily census: 41.23 days

Houses acute females and provides services to stabilize them. Also provides longer-
term care for both male and female chronic, more stable patients. Services include
medication education, group counseling, limited behavioral management
programming as well as discharge planning. Has a “kinder, gentler pod” which strives
to provide a protective environment for those with special needs (developmentally
disabled). The unit prepares a large number of mental health petitions to commit
people to treatment to the County Psych Annex rather than release into the
community because of dangerous behavior.

2) 63, Madison Inpatient Psychiatric Unit-
’ * Licensed 120 bed facility (not used to capacity — double bunking is used on a limited
basis as a matter of policy) , ’




FY99 total number of admissions: 1234
FY99 total number of discharges: 1229
FY98 Average daily census: 49 days

petitioning to commit people to treatment because of dangerous behavior.

The general composition of psychiatric units by diagnosis is:

Dually diagnosed: 70%
AXIS 1t 5%
Primary substance abuse: 5%
AXIS I: 20%
b) Aduit Outpatient
FY 99 FY 99
Annual Unitof Annual Daily
Area Category Expenditure Measure # Units Expenditure
Adult - Psychiatrists* $493,908 Encounters 19,293 $33.71
Outpatient
Psychologists 0
Counselors $60,832
Nursing 0]
Pharmaceuticals  $95,703 '
TOTAL $650,443 19,293 34

*This number includes $17,000 for remanded juvenifes

intervention and referral services upon discharge to inmates in the general population (ou

stafT also monitor patients released from the inpatient units for stability.

Correctional Health Services FY99 Expenditures

Juvenile ' $ 78,000
Adult - Inpatient $1,900,000

Aduit — Qutpatient

$ 650,443

Total $2,628,443

D. Adult Probation Department

Houses acute male patients and provide various psychiatric services to stabilize the
patients including medication stabilization. Does a large number of mental

health




guise that their symptoms are substance-induced, although they may have been
incarcerated for several months. Once deemed ineligible, the client's only recourse is to
file an appeal.

‘The appeal process through the local RBHA is not conducive to allowing the client or the
client's advocate to present a fair case. Adult Probation Officers will routinely provide
extensive documentation, only to be told documentation is not necessary.

Due to these issues, as well as an inability to find adequate housing for these individuals,
Maricopa County Adult Probation has been placed in the situation of providing case
management for this population. Maricopa County has established a jail diversion
program used for stabilization and housing up to 25 clients with serious mental illness.
The probation officers assigned to these caseloads are serving by default in the capacity
of RBHA case managers. There are numerous other populations that could be served by
redirecting the SMI related funding. Those include, but are not limited to, sex offender
treatment, substance abuse treatment and domestic violence programs.

A breakdown of the costs associated with case management services for this population
is as follows:

Personnel $ 722119
Transitional Living Center $ 596,806
Psychiatric Services $ 20,000
Training/Technica $ 12,000
Total : $ 1,350,925

~This figure does not include costs associated with incarceration of these individuals due
to decompensation. Unfortunately, Maricopa County is forced to utilize the jail as a
treatment center due to an inability to access SMI services in the community.

Maricopa County Juvenile Court

There were approximately 575 mental competency evaluations conducted on juveniles
before the Court for a delinquent petitioned offense. The Office of Court Appointed
Counsel (OCAC), reports $172,950 were spent for the mental competency evaluations.
OCAC has reported an additional $36,000 spent on aduit and juvenile “no shows” to an
evaluation appointment, indicating most of the “no shows” are juveniles.

Juveniles referred to outpatient mental competency restoration programs numbered 105,
Funds are appropriated to Maricopa County Juvenile Probation for outpatient restoration
treatment by the Administrative Office of the Supreme Court. Currently, the AOC
provides MCJPD $10.6 million dollars for treatment services for our entire probation
population. On average, restoration outpatient treatment services are totaling $15,500 a
month.



The length of stay in detention is increased when dealing with a juvenile with mental
health needs. InFY 98-99, the average length of stay in detention was 13 days with a
daily cost of $80.00. The length of stay increases, as do the costs, when attempting to
provide services to this population. As indicated by the graph, juveniles remain in
detention as additional 42 days as a treatment plan is developed for them. The $80.00
daily cost is increased by $50.00, as reported by the Correctional Health Department in
providing psychiatric and pharmaceutical services. Last FY there were 430 juveniles
detained with mental health needs. At an additional $50.00 and an additional 42 days,
the cost is $903,000.

The juvenile probation department has committed staff to supervise this specialized
population. Currently the county funds 12 positions at a cost of $523,741.

Daily Detention Cost for SMis $ 903,000
Probation Personnel $ 523741
Total $1,426,741

Adult Probate Court

From 1997 through 1998, there were substantial increases in both new mental health
filings (28%) and hearings (20.6%.) Although statistics are not available that specifically
document why these increases have occurred, it appears that a significant number of
mentally ill individuals have not received treatment through the behavioral health system
before reaching a crisis level that necessitated court-ordered evaluation and treatment.

There are four judicial officers that hear mental health matters and sign mental health
orders. The cost of their services and that of support staff is $103,512 per year. The
substantial increases in both filings and hearings have resulted in judicial officers
spending more time on mental health than in past years. If the situation can be avoided
by mentally ill individuals receiving treatment prior to the individual reaching a crisis level,
the filings and hearings should drop significantly and the judicial officers would then be
able to allocate their time to Probate or the other divisions. This would reduce the need
to hire additional judicial officers to perform tasks in Probate or the other divisions.




. SMI FUNDING BREAKDOWN
FY98-99
County

A. Public Fiduciary $ 1,004,676

B. Adult Probation Department $ 12,000

C. County General Government $28,819,973

D. Adult Criminal Court $ 805,771

E. Correctional Health Services $ 2,628,443

F. Adult Probate/Mental Health Court $ 103,512

G. Juvenile Court and Probation $ 1,426,741

Total $34,801,116
Grand Total

? Pass through from Administrative Office of the Supreme Coun

0
1,338,9252
0
0
0
0

$__ 186,000
$ 1,624,925

PPBPNy A

$36,326,041
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[I Criminal Justice:

A. Adult Services

1. Maricopa County Jail (Correctional Health)
a. Inpatient Psychiatric Units
b. Outpatient (within Jail)

2. Maricopa County Superior Court
a. Diversion Programs
b. Evaluation/Restoration

3. Maricopa County Adult Probation
a. By Default: Case Management

B. Juvenile Services

1. Maricopa County Juvenile Detention Centers
(Correctional Health)

2. Maricopa County Superior Court
a. Evaluation

b. Extended Detention & Services

IIT Civil:

A. Probate Court
B. Public Fiduciary




ARNOLD V. SARN OBLIGATIONS

e Both ADHS & Maricopa County are mandated to ensure a full
continuum of behavioral health and mental health care for all class
members.

* Maricopa County is to develop a program(s) designed to review the
appropriateness of jail admissions and divert class members from
inappropriate incarceration.

IGA: Maricopa County shall pay
Services to the SMI population = $23,963,397

Services to the non-SMI population = $ 4,856,576

Total ) = $28,819,973



CORRECTIONAL HEALTH SERVICE.
® Adult Psvchiatric Units

DURANGO 92-bed Inpatient Psvchiatric Unit:

¢ FY99 Total admissions: =~ 636
* FY99 Total discharge: 609
¢ FY99 Average Daily Census: 41.23

* Houses: Acute females. Also provides longer-term care for
both male and female chronic, more stable patients.

* Services: Medication education, group counseling, limited
behavioral management programming, and discharge
planning.

. MADISON 120-bed Inpatient Psychiatric Unit

e FY99 Total Admissions = 1,234
e FY99 Total Discharges = 1,229
* FY99 Average Daily Census = 49

e Houses: Acute male patients.

» Services: Stabilize patients including medication. Large
number of mental health petitioning to commit
people to treatment because of general behavior.



Evaluation of Competency

FY 99 1,000 competency reports produced.
300 Full Rule 11 (Competency) evaluations conducted.

FY 99 150 Restorations ordered

- 137 charged with felonies
- 13 charged with misdemeanors

- 144 sent to Arizona State Hospital
- 6 referred to Outpatient for restoration

FY 99 Total Cost for all attempts to evaluate competency = $641,821

For every ONE patient sent to Ariz. State Hospital,
TWO patients are diverted out of County Criminal Justice System
| through civil commitment.



ADULT PROBATION

450 Probationers > $~: N AR

* Regional Behavioral Health Authority (Value Options): Provides case
management to only .

* Most have co-occurring disorders of substance abuse and mental illness.

 Often deemed ineligible by Value Options for SMI services. (citing
substance induced symptoms).

¢ Documented evidence of non-substance induced mental illness.
* County Probation Officers serving as RHBA case managers by default.

 Jail used as treatment center due to inability to access SMI services in
the community.



MARICOPA COUNTY MENTAL HEALTH CARE ROLE

I Amold vs. Sam: $28,819,973

IT Criminal Justice:
A. Adult Services
1. Maricopa County Jail (Corr. Health)
a. Inpatient Psychiatric Units $ 1,900,000
b. Outpatient (within Jail) $ 633,443
2. Maricopa County Superior Court
a. Diversion Programs
b. Evaluation/Restoration $ 641,821
3. Maricopa County Adult Probation
a. By Default: Case Management $ 12,000
B. Juvenile Services
3. Maricopa County Juvenile Detention Ctr. $ 78,000
(Correctional Health)
2. Maricopa County Superior Court

a. Evaluation $ 172,950
b. Community Monitoring $ 523,741
¢. Extended Detention & Services $ 903,000
I Civil: ] _
A. Probate Court (4 officers) $ 103,512
B. Public Fiduciary $ 1,004,676
IV. Hospital Cost ‘ $ 1,500,000
TOTAL COST: $36,293,116
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Maricopa County Answer to Task Force Questions from Staff

1. What is the size of the Psychiatric Unit in the Maricopa County Jail? Daily

Census.

Answer: There are 2 psychiatric units at the jail, Durango and Madison.

Durango = 92 beds
Total admission = 636 (FY 99)
Avg. Daily census = 41 {policy of not usually double
. bunking)

Madison = 120 beds
Total admission = 1,234 (FY 99)
Avg. Daily Census = 49 (policy of not usually double
bunking)

2. What is the current total number of prisoners in the County Jail?

Answer: The average daily population in the Maricopa County Jail in FY 99
was 7,005,

On September 14, 1999 we had a population of 6,498 (1,567
sentenced inmates and 4,931 pre trial detainees).

3. How many of these current prisoners have been assessed as mentally ill?
How many are in treatment in the jail?

Answer: Our data reflects -- and is corroborated by County Departments --

at least 7 to 10 percent of our prisoners have been assessed as
mentally ill.

4. What is the composition of the psychiatric Unit by diagnosis (Please
differentiate between persons who are mentally ill with a co-existing

substance abuse diagnosis and those who have a primary substance abuse
problem.

Answer: Dually diagnosed = 70%
Personality Disorders (AXIX ) = 5%
Primary Substance Abuse = 5%
Major Mental Health lliness (AXIS 1) = 20%



5. At the time of arrest/detention, what number and percent of prisoners are
enrolled in the Maricopa County RBHA? Please differentiate between
persons enrolled as seriously mentally ill and those enrolled as general
clients.

Answer: Probation supervises 450 with SMI & half are RBHA clients.
In FY 99, 1,348 were arrested and identified as SMi by RBHA.

6. How many persons with mental iliness were jailed last year in Maricopa
County, statewide and nationally? Please advise on the trend over the past 5
years.

Answer: In FY 99, RBHA recognized 1,348.

7. How does Maricopa County compare with statewide or national statistics on a
per 100,000 population basis?

Answer: National statistics show an average of 16.3 percent.

8. Based upon total annual number of adults arrested, how many and what
percentage of prisoners/ defendants are sent to the Arizona State Hospital for
restoration to competency. How many and what is the percentage of
prisoners/defendants referred for outpatient restoration services?

Answer: 150 defendants were ordered for restoration to competency.
144 were sent to ASH.
6 were referred to outpatient services.

9. Please describe the outpatient restoration to competence services that
currently exist in Maricopa County for adults and children. How many people
are served by these programs on an annual basis? Please describe any
plans for expansion of these programs. -

Answer: Most misdemeanants who would otherwise require restoration
services are diverted into other programs and charges are
dropped. We are working to expand our outpatient restoration
programs. We believe we are doing more than any other county.

For every 1 patient sent to ASH, two patients are diverted out of
the criminal justice system/jail through civil commitment,



. 10. For the most recent 12 month period, please provide a breakdown of the
types of offenses for which mentally ill persons have been incarcerated in
Maricopa County.

Answer: Our RBHA, Value Options, would be the only entity which could
provide this information.

11.How many individuals with mental illness are diverted by the Regional
Behavioral Health Authority?

Answer: 25 per month + 38 annually. (About 28 per month average)

12. Do you think more could be diverted. What changes in service delivery do
you see as necessary?

Answer: Yes. Maricopa County is introducing a new felony diversion
program this year.

Changes: We would like to see RBHA take a larger role and
we believe strongly that stronger communication and exchange
of information is required.

. 13.For a recent 12 month period, please provide a breakdown of the disposition
of persons returned to the jail following hospitalization at Arizona State
Hospital for restoration to competence.

A. Determined not restorable
1. Title 36 court ordered treatment
2. Release, no court ordered treatment

B. Restored to campetence

1. Held for trial
. Found guilty, sentenced
. Found GEI

¢. Found innocent

d. Released, time served

e. Released, charges dropped
2. Not held for trial, released
3. Title 36 court ordered treatment :
4. Readmitted to ASH for RTC (same arrest)

T o

Answer: 40 were found not restorable. 23 of which had Previously gone
to ASH. (28 = Title 36, 12 = released)



All patients returned to the court as competent go to trial or
have the case settled - none are dismissed at that time and
3 were readmitted to ASH.

Approximately 28 patients committed (Title 36) after a finding
of incompetence and non-restorability.

GEl defendants = 9 from Maricopa County.

Approximately 40% of all defendants sent to ASH for restoration
are charged with Non-violent offenses. Less than 10 percent of
patients sent to ASH face only misdemeanor charges.

Ultimate disposition - innocence, guilt, probation, jail, prison -
unknown,

14. The data link between the Maricopa County Jail and ValueOptions has been
reported to be an innovative way to quickly identify individuals who are
enrolled in the RBHA. Has this system improved the coordination between
the County Jail and the RBHA? Please describe.

Answer: While the system has improved, there needs to be a continuity of
care and follow up by the RBHA.

15. Arizona is one of the few states that has an Offender's Council. Describe
how this Council has improved services for this population.

Answer: This was in many ways the catalyst for our diversion program.
Certainly we need to coordinate so as to get a full understanding
of the statewide problem, and do this with the RBHA's
participation.
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STRATEGIC PLAN FOR HOUSiNG
I. INTRODUCTION

As required by the Supplemental Agreement, the Arizona Department of Health
Services, ADHS, in collaboration with the Regional Behavioral Health Authority
(RBHA), and the Arizona Department of Commerce (ADOC), prepared a draft strategic
plan on housing services on March 1, 1999. The plaintiffs submitted comments to the
draft on March 25, 1999. The parties met on April 1, 1999 to discuss the plan. The
parties agreed that the plan: (1) did not address the full spectrum of housing needs of all
class members; (2) only focused on the short term crisis caused by the termination of
several HUD grants; and (3) only made provisions that certain other HUD programs
might be available to offset the losses from these grants.

It was agreed by the parties that the Office of the Monitor would review all
available information and re-draft a plan that would be recommended to the Court as

provided by {18 of the Supplemental Agreement. This plan is now being submitted to
the Court for its approval. !

II. SCOPE OF THE PLAN

The short term housing plan is designed to address the housing crisis related to
the anticipated decrease in HUD funded housing units that currently serve class
members. This plan describes those actions that must be taken to address this crisis
within the next six to twelve months. It also sets forth administrative, organizational
and preliminary planning initiatives which are designed to restructure the provision of
housing support services for class members and provide an infrastructure to develop and
implement a long term Strategic Housing Plan,

This plan includes strategies for the development of accessible and affordable
housing provided through: (1) the private sector, either in homes owned or rented by
class members, their families or peers; (2) private housing subsidized by state or federal
agencies, through loan guarantees, tax credits, direct subsidies, or grant programs; (3)
publicly developed and operated housing funded by state or federal agencies; (4)
housing owned or leased by individuals with serious mental illness that also include
support or other wrap-around services provided by other agencies; (5) housing rented or
owned by private housing agencies, with support services funded or arranged by
ADHS; and (6) residential settings operated by mental health providers which also offer
and arrange support services in those settings.

Individuals with serious mental illness in Maricopa County need to have the
housing necessary to ensure a stable living environment. This plan describes some of
the strategies for addressing this need, regardless of the type or funding arrangement for

! Nothing in this strategic plan should be construed to require the ADHS to act in a manner conirary to
the requirements of the Department Rules applicable to persons with Serious Mental Hiness, A.A.C.
Title9, Chapter 21. :
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that housing, and regardless of whether mental health support services are provided in
or linked to the housing arrangements. It does not attempt to specify the precise

quantity or type of housing which must be developed or maintained in order to meet the
needs of all class members. This will be accomplished through a separate service
development gap analysis plan and later refined through a consumer needs assessment
in order to develop the long term strategic plan described in Section V below, which
will be an amendment to this document.

This strategic plan is intended to:

1. Begin to define some of the obligations of ADHS to meet the housing needs
of class members;

2. ldentify a range of housing and residential support options for meeting those
needs;

3. Describe the processes and methods for developing a sufficient array of
housing options, through the creation of an infrastructure for planning and
housing development; and

4. Delineate specific actions necessary to meet class members’ needs for
housing, through the creation and implementation of short term and long
term strategic initiatives.

. 11Il. VALUES AND GUIDING PRINCIPLES

The values and guiding principles form the foundation of this plan. This plan
was developed and will be implemented based on the following: '

1.

Adults with serious mental illness will have the opportunity to live in their
own home with the flexibility of a service system, which responds to
individual needs by increasing, decreasing and changing the support services
as needed.

Stable and affordable housing enhances effective treatment and
rehabilitation for the individual.

. Transitional and flexible in-home support services are needed by class

members to achieve and maintain success in community based living.

A complete range of housing options, with and without treatment supports,
will be available to class members.

Class members will be offered housing choices and will have a voice in
designing the supports needed in order to maintain their housing.

Clinically necessary services and supports will be available as needed
regardless of where the person chooses to live.

Emphasis will be placed on permanent housing options or a client’s home,
rather than residential settings which require the client to move when the

Page 2



level and/or intensity of treatment supports either need to increase ‘or
decrease.

8. Services and supports will be tailored to the. individual rather than be pre-
programmed or based on a “typical” client’s needs.

9. The delivery of, or refusal to accept, treatment services will not jeopardize
the person’s home or living arrangement. T

10. Clients will have sufficient access to emergency housing options when
necessary.

11. ADHS has the responsibility to ensure a stable supply of accessible and
affordable housing for class members, in need of housing assistance.

12. ADHS has the responsibility to develop, create and maintain a sufficient
array of housing options and residential services necessary to meet the
individual needs of class members.

13. ADHS is responsible to provide an adequate infrastructure and effective
interagency processes in order to develop and maintain an adequate array of
affordable, accessible housing and residential support options.

14. ADHS and the RBHA must have an adequate capacity of trained staff to
establish this infrastructure, conduct the interagency linkages, and insure the
development and maintenance of a sufficient array of accessible housing
options.

15. As part of their Individual Service Plan (ISP), each class member will have a
housing plan with provisions for emergency housing services.

SHORT TERM PLAN

A. Need

At a national level the provision of behavioral health and housing services to
persons with mental health disabilities is at a critical juncture. According to
the National Technical Assistance Center for State Mental Health Planning,
“The erosion of affordable housing stock, diminishing federal funds, shifts in
control from the federal level to the state and local levels and the emergence
of managed care are among the key challenges confronting the public
behavioral health system that have contributed to the rapidly changing
housing environment. Although these changes present significant challenges
to the mental health and housing communities, they also represent
opportunities to reshape public policy and to improve consumers’ access to
safe, decent and affordable community-based housing by creating new
partnerships that explore ways to pool resources across housing and service
systems.” (Housing for Persons with Psychiatric Disabilities: Best Practices
for a Changing Environment, pg. XI).
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1. Current Housing

Housing Gaps

a.

Treatment Alternatives

Gaps exist in the treatment and housing continuum, either because of
lack of availability or lack of accessibility. It is important to realize
that both approaches should work together to enhance housing
options. Sometimes the only housing available has fewer services
and support that the customer needs, but it is the only housing that is
available.

Persons Leaving Correctional Facilities

~ Another population that also is difficult to house are persons with

felony convictions or who are on probation. Often their corrections
history precludes their ability to sign a lease, and makes it difficult
for them to obtain jobs to help them pay for more independent types
of housing. Those persons who are in treatment for substance abuse
and who have a corrections history have tremendous difficulty
locating housing.

Transitional Housing

Transitional housing for almost all populations is difficult to find and
expensive. Transitional housing that combines transitional treatment
interventions (preparation for de-institutionalization whether from
treatment or correctional facility, or preparation for movement to a
more independent living situation on the continuum outlined above)
is not systematically available in the current array. '

Consumers Who Use Alcohol or Drugs

Currently, most of the available housing is for persons who do not
use alcohol, even on an occasional basis. Some of the agencies
providing housing, add this condition to receiving housing, even
though the tenants’ usage of alcohol may not be abusive. This type
of housing is sometimes classified as “dry” housing and alcohol use
is not allowed. Also, neither “moist” (harm reduction treatment) and
“wet” (active use of drugs and alcohol) housing is available. As a
consequence of the lack of housing options, housing for substance
abusing populations is especially scarce.
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Clients Currently Housed in Inappropriate Living Situations

Besides the consumers who have no housing, some consumers are
housed in “inappropriate living situations.” Generally speaking, these
tend to fall into one of three categories:

* Living in non-recovery-oriented environments, including many of
the “Supervisory Care Homes” that tend to warehous_e residents;
Living in homeless shelters;

Incarcerated, or leaving that system;

* Living with inappropriate partners (i.e., arecovering substance
abuser living with active drug users); and/or

* Living in the Arizona State Hospital (ASH) or other higher levels

of care because no lower levels or appropriate housing options are
available.

All of these situations have very detrimental affects upon individuals and
can cause behavioral health problems to worsen.

Currently in Maricopa County, nearly 1500 consumers receive housing
assistance, however, there are few housing options available. Almost 1200
of these units are HUD funded. The majority of the options that are
available represent the extremes of the housing continuum. Housing options
are concentrated either in individual, independent, apartment living
situations (sometimes with wrap-around services) or .n 24-hour
inpatient/residential care. Two other available alternatives are a few group
homes and some semi-independent living environments. The majority of
current options concentrate on providing housing for persons who live alone.

The following chart outlines the current housing units funded through HUD.
The other major source of housing, Supervised Independent Living (SIL) are
primarily funded through service dollars and are not included in the
following chart. Dollar amounts are for the entire term of the (mostly)
multi-year grants.

# of Units (Program) Contract Amount Services Provided

614 Shelter + Care $ 16,347,880 Rental Subsidy
(5 years)

152 Stargate $ 8,174,360 Rental Subsidy, Supportive
(3 years) Services & Operations

125 SHP $ 4,785,851 Rental Subsidy & Supportive
(3 years) Services

14 UMOM & Brookside | § 1,336,700 Operations & Supportive

(3 years) ' Services '

130 ADHS - TXIX $ 1,347,780 Fumiture and related
(1 year) independent living needs

75 HUD 811 Awarded to individual | Capital & Operating costs
(20 years) owners

1198 Total Units $ 31,992,571 Total Contract Amounts
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All of the housing units in the above chart, with the exception of the HUD
811 units, are for homeless, seriously mentally ill persons. The HUD 811
units provide housing for seriously mentally ill persons, but without the
requirement to meet homeless criteria.

Additionally, the RBHA contracts through its provider network for treatment
services that also provide “housing.” Two different levels of care fall into
this category, including 24-Hr Basic Supervised Residential and Semi-
Supervised Residential (Basic and Intensive). The RBHA also contracts for
specific “ASH Reduction Services” that include housing. Projecting based
on current contracted levels (units and rates), the RBHA will spend more
than $5,589,000 per year in supporting persons in these settings. This is
likely to be a conservative estimate, since the RBHA plans to increase

capacity in these levels of care to decrease and eventually eliminate waiting
lists.

. Goals and Administrative Issues

Goal: Insure adequate administrative capacity to manage the housing
dollars and programs that are in place.

1. Housing Administrative Agency

Since the current HUD housing programs require administration by a
non-profit entity and the RBHA is a for-profit corporation, the RBHA
has selected a non-profit agency to administer HUD programs. This
agency will be the grant recipient, and will serve as the administrative
manager of the housing process.

The RBHA will contract with the Housing Administrative Agency to
ensure that the following core administrative and grant management
tasks occur competently:

* Administration of current HUD housing grants including managing
wait lists, monitor fiscal expenditures and program implementation,

generating HUD reports and completing Annual Performance
Reviews;

¢ Monitor performance of housing providers;

* Develop communication system with the RBHA, housing
providers, and Clinical Teams to ensure proper placement and
services for consumers;

* Process and pay provider claims within the same standards as the
RBHA;

¢ Develop in association with the RBHA, communication, referral
and problem resolution protocols;

* Assist in developing documentation systems to monitor service
dollar match;
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* Participate in the local Continuum of Care planning process and
seek renewal and additional housing resources including housing
development;

* Provide technical assistance to housing providers informing thein
of current housing programs, best practices and alternative service
delivery methods;

* Monitor activities of the Tenant Advisory Council (TAC) and offer
assistance and training as needed.

The RBHA is overseeing the transition process beginning May 1, 1999.
2. Interim Management
a. Administration of Current HUD Grants:

While ADHS has ultimate accountability, the RBHA will have
oversight and responsibility for the current administration of the
HUD housing grants. Initial focus will be to ensure a smooth
transition from ComCare to the new Housing Administrator.
ADHS/BHS housing grants have been transferred to the Housing
Administration Agency effective May 1, 1999.

b. Transition Planning/Management to New Agency

The RBHA will oversee the transfer of the current HUD grants that
have been administered by ComCare to the new Housing
Administrator. Additionally, the RBHA will work with the AriZona
Departments of Health Services and Commerce for grants that are
administered from those agencies. The RBHA will assume the
responsibility of completing the HUD renewal applications.

¢. Contract Development and Monitoring

The RBHA will develop quality monitoring standards and protocols
in association with the Housing Administrator. These reports will
establish benchmarks to determine contract compliance.

The RBHA will be the contract monitor of the Housing
Administrator and will oversee the development of HUD contracts
with housing providers and the housing administrator. Biweekly
meetings will be held during the transition period (first 120 days) to
ensure a smooth fransition. After the transition period a minimum of
monthly meetings with the Housing Administrator will be held.

In addition to overseeing program compliance- with housing
providers, the RBHS will also interface with the clinical teams and
the Housing Administrator periodically to ensure that appropriate
housing and supportive services are being provided to consumers.
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Monitoring tools and performance standards will be established by
September 30, 1999. At a minimum the monitoring tools will
include:

Percentage & timeliness of accurate claims processed

Number of consumers on wait list and length of wait period for
housing

Length of time needed to implement changes to supportive
service plan and/or change of housing

Maintenance of communication linkages established with
providers, consumers, the RBHA and other stakeholders

Collection and synthesis of HUD-required reporting elements

Meeting Annual Performance Review and HUD contract
standards

The RBHA will oversee this process and develop the necessary
monitoring tools by September 30, 1999.

3. Staffing Patterns and Analysis of Staffing Needs
The RBHA, commits one FTE (Housing Manager) to:

e Serve as the contract manager with the nonprofit administrative
agency,

* Provide strategic vision and community building in forging new
partnerships to elicit (and pay for) new concepts in housing for the
SMI population, and

* Ensure linkages among housing, vocational, clinical, and other
service components.

This position is in the RBHA Service Integration Department.

In addition, the RBHA will ensure that each clinical team has a housing
specialist available in order to provide assistance and consultation to the client
and the clinical team regarding housing options.
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The Nonprofit Housing Administrative Agency will provide a minimum
of four positions to conduct the day-to-day business of managing the
HUD grants. These will include an administrative assistant, two housing
coordinators, and a housing operations manager. Additionally, the
nonprofit will provide financial, technical, and other support services
through their existing staff or through additional staff. When the
nonprofit administrative agency takes on the responsibilities of housing
development, it is anticipated that they will need specialized staff to
assist in that endeavor.

ADHS/DBHS has established an IGA with the Arizona Department of
Commerce (ADOC). The agreement establishes a formal relationship
between the Departments of Health and Commerce. A staff position at
the Department of Commerce is devoted to solely to serving the housing
needs of the seriously mentally ill. This arrangement facilitates access to
the housing opportunities that are not exclusively targeted for the
disabled population and to a wide variety of other Commerce housing
initiatives.

ADHS/BHS, ADOC and the RBHA have examined the staffing needs
for the current administration and development of additional housing
resources and have determined that the staff capacity and knowledge at
ADHS/BHS, ADOC, the RBHA and the Nonprofit Housing
Administrative Agency is sufficient at this time.  During the
development of the long term strategic plan it may be determined that
additional staff resources are needed. Any additional increases will be
fully explored at that time. However, resources are an issue with respect
to finding providers who are willing to develop alternative housing
resources. ADHS, ADOC and the RBHA are committed to making
alternative housing attractive to housing providers.

Goal: Build linkages among housing, clinical, and other support needs so
that persons are placed appropriately and supported to maintain their
housing status.

1. Procedural Linkages

As an immediate plan, the RBHA will ensure that the clinical teams
develop support plans to maintain people in housing once they are
placed. This process began on May 1, 1999, and is meant to be an
interim, teaching and “culture changing” strategy.

Once a consumer is identified as needing housing, and is determined to
be SM, the case manager (or PBHP in the future) refers the consumer to
the Housing Administrator, which places the consumer’s name on the
appropriate housing wait list. The Housing Administrator is charged with
initiating discussion with the consumer's case manager (PBHP) to
discuss issues that might impact the person’s housing. These issues
might include whether or not clinically they should hold a lease in their
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name, level of support required, whether they should live alone or with
others, etc.

Once space becomes available, the consumer is put in contact with a
housing provider, and the Housing Administrative Agency notifies the
RBHA of the placement. This placement will be entered into the RBHA
MHS system, in order to generate reports for service match, treatment
services provided to SMI homeless persons, in housing and quality
monitoring.

Concurrently, the RBHA notifies the case manager (PBHP) that housing
has been found for the consumer, and requests the case manager (PBHP)
to develop an individualized plan to support the consumer in their
housing placement. The RBHA began tracking the development of the
plans on May 1, 1999.

Development of Protocols

The RBHA will initiate, with the selected Administrative Agency, the
development of communication, referral, problem resolution protocols,
and linkage systems with the RBHA and providers regarding
coordination of services and reporting procedures. These protocols will
be developed with the input and participation of all key stakeholders,
including clinical providers, consumers, the Tenant Advisory Council,
the Housing Administrative Agency, landlords, housing providers, and
the RBHA. The intent is to build a partnership among these stakeholders
to develop the actual procedures and to build ownership of those

processes so that they are actually implemented and work in the best
interests of the consumers.

The RBHA is responsible for these activities which began on May I,
1999 and will be completed by September 30, 1999.

Commuuity Housing and Employment Partnership (CHEP)

The RBHA will be initiating and facilitating the Community Housing
and Employment Partnership (CHEP) to bring together key stakeholders
to consider current and future funding, service delivery, evaluation, and
development of housing and employment opportunities for persons
within the behavioral health system. Consumers, advocates, and family
members will be key members of this group that will work to define
priorities, research options and solutions from other states and projects,
and develop support for ongoing work in Maricopa County.

The Service Integration Department of the RBHA’s Service Center has
convened this group.
. SMI Interagency Clinical Work Group

The Seriously Mentally 11 (SMI) Interagency Work Grdup will be
convened by the RBHA. This group will be composed of representatives
from other systems of care that are involved with SMI clients, including:
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clinical providers, the RBHA, RSA, Adult Protective Services, law
enforcement, the crisis system, the judicial system, parole and probation,
and housing. The group will incorporate providers and clinicians, as it
works to identify and solve interagency barriers by focusing on
improving care, one consumer at a time.

The RBHA will identify the members of the SMI Work Groui) and
initiate this process in July 30, 1999.

S. Internal RBHA Communications

~ The RBHA Service Integration Department will develop operational
procedures with the PBHP/Case Manager, clinical team housing
specialist, team benefits specialists and Housing Administrator to ensure
that consumers receive appropriate clinical support. Monthly meetings
with the Housing Administrator and appropriate PBHP/Case Managers
will be held. These meetings began in May 1999. Additionally, the
Housing Manager will interface with the RBHA fiscal and quality staff
to develop reporting procedures that track service dollar match, treatment
services and to develop quality monitoring reports. This cross-functional
approach to administration will ensure continuous feedback and allow
improvements to the process as needed.

These activities will begin by July 1, 1999.
6. Build Linkages with PATH and SAMSHA Grants

The RBHA will develop protocols for accessing information needed for
grants, and working to coordinate care and services across grants and the
RBHA service delivery system. Specific procedures will be established
whereby compliance with grants facilitates housing placement for
consumers. These protocols will be submitted to ADHS/DBHS for their
review and approval.

Goal: Develop community and political linkages and resources to develop
and implement a long-term strategic plan to meet the housing needs of
behavioral health consumers in Maricopa County.

The most critical factor needed in order to ensure a successful housing
program is the development of a comprehensive and creative approach to
this issue that includes our many pariners. The RBHA, as the agency
responsible for the administration of housing programs, must have the
cooperation of other state agencies, including ADHS and Department of
Commerce (ADOC), in the development of housing initiatives. A specific
plan outlining roles and responsibilities of each entity will be developed and
the RBHA will provide regular feedback to ADHS regarding this process.
Specific strategies include:

1. Educate Public Officials:

The RBHA will work with ADHS and ADOC to educate County and
City policy makers and HUD regarding the challenges in obtaining the
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necessary resources to continue HUD funded homeless housing
programs. Funding will be explained and assistance sought to obtain
legislative relief of currently mandated five year Shelter + Care funding
renewals.  Support from the Directors of the ADHS and ADOC is
currently underway and will continue through the duration of the plan.

The RBHA Service Integration Department will be responsible for these
duties.

2. Develop Working Relationships:

Critical to the success of this effort is the development of cooperative,
working relationships among many parties. Cooperation among funders,
providers (both housing and treatment services), the Office of the
Monitor, and the Housing Administrative Agency is needed. The

foundation for strong working relationships will be the responsibility of
ADHS/DBHS.

All of the responsible parties, including the newly selected housing
administrator, will be convened and a comprehensive strategy will be
developed that:

* Outlines alternative funding strategies;

* Delineates roles and responsibilities for each agency in
administering and developing housing options; and

* Develops and monitors the action plans needed to increase housing
opportunities.

This task is ongoing.

Goal: Develop a seamless continuum of housing options for consumers now
and as the service delivery system evolves,

1. Convene Panel to Clarify issues and Needs

As the RBHA implements change in the service delivery system, there will
be concurrent reactions in other parts of the system as well. Within the
housing continuum, this may first emerge as persons in residential treatment
(including semi-independent living) improve, and no longer meet clinical
criteria for residential treatment. If the person does not have a home to be
released to, and if the waiting lists for independent housing remain, this
poses a treatment dilemma for which there are no easy answers.

The RBHA will convene a meeting in July 1999 that will include
representatives from DBHS, Commerce, the RBHA, consumers, network
staff, the case management agency, and other key stakeholders, to clarify
and define the potential issues, and to develop strategies for addressing the
identified issues.
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2. Adjust Plans to Reflect System Changes

Developing action plans is not a one-time event. Because of the continuing
evolution of the service delivery system, an ongoing work group will need to
monitor system changes and their effects on the living situations of
consumers. A standing work group with this task will be implemented
following the work of the panel, and will be charged with anticipating the
impact of system changes, monitoring those impacts, and convening
appropriate task forces to develop strategies to address problems that
emerge. This group will also be charged with ensuring that all clinical work
flows throughout the system - at provider and Service Center Levels -

incorporate action steps to Support consumers in the most independent level
of housing possible.

The RBHA will undertake this effort beginning August 1, 1999,

C. Objectives and Activities
" 1. Federal Housing Initiative - HUD
a. HUD

The chart found in Attachment I lists the current housing resources
available through HUD funds, Initially these funds were obtained
through an application process whereby ComCare applied directly to
HUD in Washington, DC for funds, Funding for the Shelter + Care
program was ideal funding mechanism for ComCare because for
every dollar in services ComCare provided, HUD matched those
funds dollar for dollar with housing dollars. ComCare was able to
secure millions of dollars of Shelter + Care funds via this program.

However, Shelter + Care funds have only a five-year duration, and at
the end of the grant period, application for renewal funds must occur.
An additional complication to this renewal process, is that HUD has
changed the rules for obtaining Shelter + Care funds, and now every
agency that receives HUD Homeless Housing funds must apply for
funds through a local Continuum of Care process whereby all service
providers compete locally for funds. A citizen’s review panel
(“Continuum of Care”) prioritizes the funding applications and
makes recommendations to HUD for funding.

Current funding resources provide both project-based and tenant-
based rental assistance, supportive services, and operation funds. All
of the funding is for permanent housing for homeless, seriously
mentally ill individuals.

During the year 2000, 414 units of Shelter + Care housing subsidy
will expire. If those units were renewed for a full five-year period of
time, the grant award would be more than $11 million. In 2001, an
additional 325 units of housing that receive HUD Shelter + Care
subsidy will expire. Their full renewal value is approximately $10
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million. An additional $9.5 million is needed to continue the
StarGate program including the Safe Haven, UMOM, and Brookside
programs which will also expire during this same two time period.
Under the current HUD rules, all Shelter + Care renewals must be for
five years. The other programs cited in this paragraph reflect three-
year funding requests, the maximum that can be requested.
However, these programs can Le renewed for a minimum of one
year. Both the StarGate and Safe Haven programs were renewed last
year for a period of one year. During last year’s Continuum of Care
renewal process members of the review committee expressed strong
reservations about renewing these projects based on the media
attention that was focused on ComCare’s financial status. In order to
retain these units, ADHS/BHS stepped in and assumed grantee status
for the projects for a one year period. This optional shorter-term
renewal greatly reduces the cost (by one-third) but it does require
that these projects must compete on an annual basis with other
renewals.

Since HUD has changed the application process to the local, citizen-
based review process, Maricopa County has received an average of
$8 million per year in funding over the past two years. One Shelter +
Care program alone (which expires in 2000, and thus must be
included in the next Continuum of Care application) is over $9
million in cost. '
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b. Section 8

Section 8 is a program administered by HUD, but funded with
resources other than the Shelter + Care program, that provides rental
assistance to low income and homeless individuals. Rents are
calculated so that the tenant pays 30 percent of income and HUD
provides the balance of the rental payment so long as it does not
exceed Fair Market Rents (FMRs) developed by HUD. As a part of
every intake process for consumers obtaining HUD housing, the
RBHA and the case management agency will ensure that each
consumer’s name is added to Section 8 wait list. The list is very
long, but many consumers have transferred their Shelter + Care
housing assistance to Section 8 funding thereby obtaining permanent
rental housing assistance from a source other than HUD Homeless
housing funds, and provides permanent subsidy which does not

~ expire every five years. T he Department of Commerce, HUD and
ComCare have estimated that over 1000 seriously mentally ill class
members have obtained Section 8 housing through this process.
Obtaining an exact number of individuals who are receiving Section
8 housing has been difficult due to the confidentiality requirements
for both Section 8 and mental health services.

Additionally, ADHS and ADOC recently assisted the City of Mesa
for a successful application for 100 Section 8 certificates. It js
estimated that 80 percent of these certificates were used to house
RBHA members. This approach was replicated with the City of
Phoenix for an additional 120 Section 8 certificates. This program
can be expanded to other communities jn Maricopa County. It is
anticipated that HUD will be providing additional Section’ 8
certificates for special needs populations, including the RBHA’s
enrolled consumers. It is proposed that the RBHA, ADHS and
ADOC take the lead in working with Housing Authorities to expand
this program, and the RBHA will assist as necessary. The RBHA
will continue to provide necessary treatment services to clients
regardless of the source of funds that pays for housing assistance.

5

1

The Housing Manager, Case Managers and the Housing
Administrator will carry out this function.

¢. HUD Continuum of Care

Competition for funding this year will be great. In addition to the
Shelter + Care programs 414 units needing renewal funding, the
StarGate and Safe Haven programs need renewal funding. The
RBHA is working with ADHS and ADOC to obtain support from
local government entities to support a change in HUD statute for a
shorter renewal period. Currently, HUD requires that these programs
be renewed for five years. If the renewal period could be shorter, the
chances of receiving funding in 2000 is increased, since we would be
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seeking one or two years of funds, rather than five. This reduces the
dollar amount from $11 million to $2.2 Million (one year) or $ 4.4
Million (two years).

This effort is currently underway and being staffed by ADHS,
ADOC and the RBHA.

- Renewal of HUD funding:

Preservation of existing housing resources is the number one priority
for ADHS/BHS, DOC, and the RBHA. Four hundred and fourteen
(414) Shelter + Care certificates expire during the year 2000.
Additionally, Nova Safe Haven and StarGate programs last year
received a one-year renewal, so they will need to be included in the
renewal process. Operational support for 19 permanent, supportive
housing units are ending also. The cost for renewals of all of these
programs (fully funded according to HUD guidelines) is nearly $19
million. It should also be noted that next year, an additional $11
million in renewal projects (339 Rental Assistance Units and
operating subsidy for 10 units) will also need renewal funding.
During the last two years, the City of Phoenix, City of Mesa and
Maricopa County combined award was $8 million each year.

To address this funding challenge, a coordinated strategy will be
developed that includes the major stakeholders including: ADHS,
ADOC, local cities, HUD, units of local government, the Court
Monitor, the RBHA, and private entities. The Housing Manager will
convene a meeting of these entities to develop strategies to address
the preservation of the housing units. Each entity will have roles and
responsibilities for the implementation of the plan. The Housing
Manager will monitor this process and make monthly progress
reports to ADHS. 1Tt is anticipated that the first meeting of this
working group will be in July1999. -

It is anticipated that the strategies will include:

* Working with ADOC to obtain an administrative technical
correction of the current HUD regulations that require five year
funding renewals for Shelter + Care certificates to obtain a
lesser time renewal period, so costs can be reduced;

* Selecting housing developer(s) to begin developing or secuﬁng
housing stock;

* Securing local and state funding to address on-going housing
costs.

ADHS/DBHS and the RBHA will be closely involved during the
HUD Continuum of Care planning process. The Continuum of Care
staff will be informed of the progress of the working group and seek
input from staff to assist in the process. Input from the RBHA CHEP
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will also be sought to develop support for the development of a .
renewal strategy.,

2. State Housing Initiatives —- ADOC

a. ADOC Budget Request

In conjunction with ADHS, ADOC submitted a funding request to
provide two years of Shelter + Care funds. This request is needed to
ensure that currently housed persons will not become homeless
because they no longer have rental subsidy and also to provide time
to develop additional funding strategies.(’_l" his item was not included

on ahGovernor’s funding recommendations. The RBHA will
assigt ADQCYnd ADHS in educating public officials of the need for
this ig. ADHS will continue to request this funding whenever

budget proposals are sent forward.
3. ADHS Initiatives

ADHS, in conjunction with the RBHA, will assume primary
responsibility for developing, coordinating, and implementing the HUD
and ADOC initiatives. To the extent that the federal and state housing
initiatives are not reasonably likely to succeed in preserving all of the
. HUD housing units scheduled for termination in FY 2000-2001, ADHS"
will, through a supplemental budget request for FY 2001 make its best
efforts to obtain funding to ensure that at least the same number of
ousing units are available to class members as existed January 1, 1999,
As described in 920 of the Supplemental Agreement, ADHS is
responsible to request the funding necessary to replace these housing
units, as well as develop additional units as provided for in the service
development attachment,

a. In-Home Supports and Wrap-Around Services

- ADHS/BHS is responsible for the development and provision of the
full array of in-home supports and wrap-around services for class
members in need. These supports can range from intensive, around
the clock support to minimal supports provided only when found to
be necessary. During the development of each class members
Individual Service Plan, the clinical team in conjunction with the
client, is responsible to plan for and ensure the provision of adequate
services so that the client can achieve and maintain their
independence in their own community living arrangement.

The services and supports should be tailored to meet the person’s
individual needs and will be available to the client regardless of
where they live.

It is well known that historically the service system has not had the
capacity or the flexibility to respond to the changing needs of class ‘

Page 17



members in a timely manner. Consequently, many clients have been
at risk of or have literally lost their housing due to the lack of
appropriate in-home services.

Consumers have expressed needs for additional recreational
activities, vocational activities and social activities in order to have
something meaningful to do, as well as to prevent the social isolation
that typically plagues them. Also, they have expressed the specific
need for increased involvement from case management in the
transitioning process from inpatient treatment to living in the
community. Consumers have also expressed a strong need for
education and information regarding housing, the Arizona
Residential Landlord Tenant Act, leases, the RBHA and the roles and
responsibilities of the housing providers. Also, consumers have
requested assistance with the start-up costs associated with
establishing a new living arrangement.

The long-term strategic plan discussed later in this document will
address this area in a comprehensive fashion. This will include
service development projections as determined in the service
development attachment, including specific services and targets for
implementation. The long-term plan will also focus heavily on the
types of services and the strong need for the system to be flexible and
responsive to class members. :

b. State Dollars Targeted for ASH Transition

State funds are allocated for consumers who leave ASH or in
Maricopa County from Supervisory Care Homes and move into
HUD subsidized housing. ADHS/BHS is currently budgeted for $7.8
million dollars to fund statewide community placements for patients
that are ready for discharge from the Arizona State Hospital.
Expenditure of these funds is currently controlled by a formula that is
driven by the ASH census with each RBHA having a census target.
Maricopa County receives the majority of these funds. Additional
funding will be needed in order to continue to move forward with the
development of community living arrangements for ASH and
Supervisory Care Home placements. The Service Integration
Department and the Housing Manager are an integral part of the
planning process for the development of additional community living
arrangements. '

4. The RBHA Initiatives

In addition to assisting with the above initiatives, the RBHA will develop
a tracking system, which identifies all class members who are at risk of
losing their housing. This tracking system should include what actions
must be taken to ensure that the client does not become homeless. The
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clinical team will be responsible for developing and implementing
individual housing plans for all class members in order to insure that the
necessary actions to prevent homelessness are clearly described,
implemented and monitored.

During the development of the long-term plan, the RBHA will describe
in detail its plans for adding the appropriate level of housing expertise to
each clinical team so that the housing and support needs of class
members can be addressed during the development of the ISP.
Additionally, the RBHA will develop methods to track class members
residing in any form of subsidized housing. This information should also
include the number of class members needing housing and the dates of
the referral.

V. LONG TERM PLAN

A.

By March 15, 2000, ADHS will finalize a long-term strategic housing plan
that describes specific goals, objectives, activities, processes, and outcomes
for creating a sufficient array of housing options to meet the needs of class
members. The plan will be deemed as an amendinent to this plan.

The long term plan will set forth the strategies and actions that will be
intended to address the unmet housing needs of class members and provide a
permanent foundation and capacity for the provision of an adequate array of
housing options. The plan will specify the number, type and costs of
housing alternatives, which are determined to be needed by class members.
Additionally, it will identify objective outcomes to allow an assessment of
whether the specific strategies and actions are successful in achieving the
goals of the plan. The plan will include, at a minimum, the following
elements:

Need
1. Service Development Plan

The parties will complete a service development attachment plan by July
1, 1999 that will identify the amount, level, and type of various
residential services and different types of housing with supports needed
by class members. This service development attachment will serve as
the document, which sets forth the housing needs of class members. All
planning, funding and implementation of housing options will be based
on this plan. The long-term strategic housing plan will be based on the
information contained in the service development plan. The long-term
plan will define the process by which class member’s housing needs are
prioritized and “eligibility” for subsidized housing is determined.
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B. Federal Housing Initiatives

1." Low Income Housing Tax Credits (LIHTC)
2. Tax Exempt Bonds
3. ADHS/ADOC/ADES Joint = Venture — Supportive  Housing
Demonstration Program
4. Section 811
5. Conversion of Tenant-Based to Project-Based Section 8 Vouchers
6. Long-term operating subsidies
7. All other federal houéing initiatives
C. State Housing Initiatives - ADOC
D. ADHS Initiatives
1. In-Home Supports/Wiap-Around Services and Start-Up Costs
2. Definitions and Eligibility Criteria
3. Research
4. Best Practices
5. Other Models; i.e. Fountain House, Anishinabe Wakiagun, etc.

D. Implementation and Monitoring

This should include Goals, Objectives and Strategies for implementation
including updated timelines. This section will also include detailed plans
that will outline the responsibilities of each party as well as the tracking
mechanisms to ensure tasks are completed and monitored.

V1. LIST OF ACTIVIES, PLANS AND TIMELINES

Initial time lines and accountabilities for activities described in this plan are
outlined here. As detailed in the plan, however, many of these will be expanded
by the participation of broader groups of stakeholders. The first chart indicates
activities currently underway, followed by future tasks.

Task Responsible Party Date Others Involved

Administration of RBHA Ongoing | ComCare staff

Current HUD Grants Housing and Service
Providers

Organize CHEP RBHA Ongoing | City of Phoenix Staff
City of Mesa Staff
HUD/ADOC/ADHS
Maricopa County Staff
Community
Representatives

Educate Public ADHS Ongoing | ADOC/HUD
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City of Phoenix and

Officials RBHA
Mesa/Maricopa County
Staff

Increase the number of | ADHS Ongoing | ADOC will take the Iead in

Section 8 certificates RBHA this effort. The will support
effort as needed ’

Support ADOC Budget | ADHS Ongoing | ADOC will take the lead in

Request RBHA this effort. The RBHA
will support effort as
needed

Participate in the HUD | ADHS Ongoing | ADOC/HUD

Continuum of Care RBHA Housing and Service

process Providers

Investigate using Tax ADHS Ongoing | ADOC

Exempt Bonds for RBHA

financing housing

Develop strategies for | ADHS Ongoing | ADOC/HUD

renewal of HUD RBHA

housing units

Organize HUD renewal | ADHS Ongoing | Housing and Service

providers meeting RBHA Providers

ADOC
Housing Administrator

The following activities indicate future housing activities.

Task Responsible Party Date Others Involved
Develop PATH and ADHS Ongoing | Grant Administrators
SAMSHA interface RBHA

Housing Administrator
Begin transition plan RBHA 5/1/99 Housing Administrator
for Housing ComCare staff
Administrator
Develop fiscal RBHA 9/30/99 RBHA fiscal staff

reporting systems

Housing Administrator
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mvene SMI Work RBHA Complete | Clinical Providers, RSA,

Group Adult Protective
Services, Law
Enforcement, Crisis
System, Judicial System,
Parole, Probation -

Monitoring tools & RBHA 9/30/99 ADHS/ADOC

performance standards HUD

for Housing

Administrator

established _

Write Renewal RBHA Complete | ADHS/ADOC/HUD

Applications Housing Administrator

Develop Plan for filling | ADHS Long RBHA Service

housing gaps RBHA Term Plan | Integration Team
ADOC/HUD
Housing Administrator

Begin research on best | ADLS Ongoing | ADHS/ADOC

practices & other RBHA HUD

models

Research, best practices | ADHS Long ADOC/ADHS

and other models info. | RBHA Term Plan | HUD

Dissemination

Recruit nonprofit to ADHS Long ADOC

obtain tax exempt bond | RBHA Term Plan

$ and provide technical

assistance ,

Support RBHA Long ADOC/ADHS

ADHS/ADOC/ADES Term Plan | ADES

joint venture

Recruit nonprofit to ADHS Long ADOC

apply for LIHTC $ and | RBHA Term Plan | Housing Administrator

provide technical

assistance

Assist in efforts to ADHS Long ADOC will take the lead

convert tenant base to RBHA Term Plan | in this effort.

project based Section 8

vouchers

Support Specialized ADHS On-going | ADOC will take the lead

Section 8 funding RBHA in this effort. The RBHA

will support effort as
needed
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[ Support ADOC Budget | ADHS On-going [ ADOC will take the lead

Request RBHA in this effort. The RBHA
will support effort as
needed

Support nonprofits to ADHS On-going | ADOC

apply for Section 811 RBHA

Finalize and submit ADHS 3/15/2000 | ADOC

Long Term Strategic RBHA

Housing Plan

VI. APPENDICES

Attachment I -

Attachment 1] -

Current HUD Funded Programs

HUD Housing Flow Charts Draft — December 30, 1998
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E&rnol&, et al v. Sarn ef al _ November 30, 1999
® CA432355
Office of the Monitor

Bernard J. Dougherty
Assigned Judge

Linda L. Glenn

Monitor

Ralph E. Hughes

Executive Director

April 3, 1996

The Honorable Bernard J. Dougherty
Superior Court of Maricopa County
201 West Jefferson, Suite 8-B
Phoenix, Arizona 85003

Dear Judge Dougherty:

In accordance with Paragraph 15 of your February 12, 1996 Order approving the Joint
. ipulation on Exit Criteri isengagement, [ am submitting the report on “Priority Supervisory Care
Homes™ as required of my office. This list requires Court approval.

As can be seen from the report, the Office of the Monitor reviewed 48 facilities on a
standard protocol that allowed for a ranking of each facility.

As a result of this review, several actions, in addition to the obligations of this office
under the Stipulation, will be undertaken.

1. Situations and inadequate conditions of care were found in several facilities that required
immediate attention to protect class members. Licensing, DBHS, and ComCare responded

immediately to these four incidents. All follow-up actions planned should continue. This
office will follow up with ADHS.

2. Five of the facilities in the review were given to this office as Supervisory Care facilities but
were found to be unlicensed. While Section (IV), Paragraphs 13-14, addresses both
Supervisory Care and Board and Care Homes, Paragraph 15, which governs the designation
of priarity homes by my office, is specific to Supervisory Care. For this reason, the
designated “Priority Homes" in the attached report only include those licensed by ADHS as
Supervisory Care. Our review of the unlicensed facilities, however, found several
substantially below minimally acceptable. We will provide this list separately to ADHS and
ComCare. It is the recommendation of this office that the fourteen (14) ComCare members
who live in four of these homes be provided alternative living arrangements.

v

ADHS and County defendants, under Paragraph 17, cannot transfer, or recommend for
transfer, any class member to a Supervisory Care Home except in a unique situation.
. ComCare currently has a process for central review of any case manager’s or clinical team’s

decision to admit to a Supervisory Care Home. While this process may be adequate, it is the

Phone (602) _ 2509 E. Fillmore St Fax (602)
220-0276 Phoenix, AZ 85008 220-0278



The Honorable Bernard J. Dougherty

recommendation of the Monitor's office that. if this eventually does occur for any one class
member, that only certain Supervisory Care Homes be allowed to be used. The Monitor's
office review prioritized eighteen (18) homes for development of appropriate alternate living
arrangements for the residents to meet their obligation under Paragraph 15. Another eight
homes received below zero (0) in the scoring system. These homes (list to be provided to
ADHS and ComCare) should not be used in any situation for class member placement. In
addition, a process will have to be established for the Monitor’s office review of any home
that is considered for use that has not been a part of this review.

The Monitor’s office review encountered many situations, even in facilities that did not
become “prioritized” homes, that raised questions in regard to licensing and oversight of
these homes (e.g., medication management issues, residents providing staff coverage, etc.).
It is the intent of this office to meet with ADHS to discuss current and future licensing
practices and possible changes in the ADHS licensing regulations governing these homes. In
addition, the problems uncovered in unlicensed facilities need to be addressed by ADHS.

Part of the review of whether the Supervisory Care facilities were appropriate for the
individual class members in residence was a review of any existing ISPs and interviews with
the case managers serving clients in each home reviewed. While the purpose and scope of
the review was not intended to be an assessment of ComCare, several issues emerged (e.g.,
case managers not fully understanding the ADHS Administrative rules on ISPs, class
members not assigned to case managers, etc.). As a result of these findings, the Office of the
Monitor will meet with ADHS and ComCare to share information that may assist in ensuring
compliance to other aspects of the Exit Criteria.

If you have any questions in regard to this report, please let me know.

Sincerely,

Court Appointed Monitor

LLG/sg!

Attachment

cC:

ref: d:\sghdocs\sprvsyca\jdglu.doc

Anne C. Ronan
Steven Schwartz
Cathy Costanzo
Amy Leeson

Eva Bacal
Theresa Dwyer
Andrew M. Federhar
Louis Gorman
Gary Bimbaum
Charles L. Amold
Jim Griffith
Pamela S. Hyde
Rhonda Baldwin
Linda Mushkatel

April 3, 1996
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Superior Court of Maricopa County

In Fulfillment of Requirements (€[15)

of the Stipulation on Exit Criteria and Disengagement
(February 12, 1996)
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draold v, Sarn

L. INTRODUCTION

The Joint Stipulation on Exit Criteria_and Disengagement, signed by theé Court on
February 12, 1996, requires that “ADHS will provide two hundred ... community living arrangements
and appropriate supports to class members who reside in supervisory care homes. which the Monitor will
identify within ninety days of the execution of this Stipulation, and which are approved by the Court as
priority homes.”(915)

This report, which has been completed to fulfill the Monitor's obligation of the above
referenced court requirement, is divided into four sections. These sections describe: a) the process and
criterion used by this office to develop an audit procedure to determined the list of priority homes; b)
how this office obtained the list of homes that were actually reviewed: ¢) the difficulny uncovered in

reconciling the number of class members in each of the facilities reviewed: and d) the list of designated
priority homes.

A.  Process

The Office of the Monitor identified a team of seven auditors to perform the
supervisory care home review between January 23 and March 19, 1996. The auditors are
qualified professionals in the field of mental health who are experienced in evaluating or
providing services to persons who have a mental illness. Each auditor was trained specifically .
on the requirements of drnold v_Sar, on paragraph 15 of the Stipulation and on the implications
of service delivery to the class members in Maricopa County. The training prepared each auditor
to complete a protocol booklet for each facility reviewed.

The audit protocol is a series of working papers that was developed to
objectively identify Supervisory Care facilities within Maricopa County that are not providing
the quality of care to which persons with a serious mental illness are entitled. These entitlements
come from the rights and services created by both the Arizona Legislature (through starutes) and
the Department of Health Services (through its rules), and reinforced by agreements reached as a

result of the 4rnold v, Sarn lawsuit.

The priority homes have been identified through the application of this protocol
and through an analysis of the data that was gathered. This data was a compilation of standards

and criteria. drawn from the above statutory and regulatory sources which answer the following
questions:

* Does the facility provide for the basic rights of the person?

* Does the facility ensure the health and safety of the person?

* Does the facility provide a humane environment and an appropriate quality of life?
* Does the facility meet the needs of the individual?

Each audit team (usually consisting of two auditors) conducted a series of :
separate interviews at each facility. with the manager on site, with various staff, with anywhere '
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from one to three class members residing at the facility (depending on the size), and with the
ComCare case managers that were assigned to each of the members interviewed. The team also
conducted a series of structured observations that included observations of a meal. of a
medication administration session, of residents’ activities, of general personal care, and of the
entire facility’s environment. All records that were kept by the facility on the individual class
members interviewed were reviewed by auditors, as well as all existing policies and procedures
(e.g.. admission/discharge policies, medication policies. rules of the facility and rights of the
residents). Each team reviewed the ComCare plan that was currently in effect for the particular
ComCare class members that were interviewed (whether that was an ISP or an EISP). Finally,
the audit team members reconciled ratings of facilities berween team members and met to
discuss, with the Monitor, general findings, ratings and recommendations of the team that
involved adequacy of the planning and service delivery to the individuals sampled.

Ratings that were reached by auditors in summarizing their assessment of each
of the facilities. were obtained by analyzing a.series of questions that were developed from the
standards and criteria referenced above. These ratings will be displayed in this report for those
facilities determined to be priority homes under paragraph 15 of the Stipulation. Neither the
actual data, nor the narrative justifications written as a result of this review. is provided in this
report. This data will be retained within the Monitor's office.

B. Homes Reviewed

The Office of the Monitor requested from the Arizona Department of Health
Services, a list of all of the ComCare members who were residing at a supervisory care home
within Maricopa County, along with the name of the facility and the name of the case manager
assigned to each of the members. Through ComCare, such a list was produced by ADHS, with
ComCare members known to be in residence as of February 8, 1996.

The ComCare list contained 42 homes. During our review, it was found that 37
of these homes were licensed by the ADHS as “Supervisory Care Homes” within Maricopa
County. The review also covered five homes that were not licensed. Additionally, the Office of
the Monitor visited six more homes that were not on the original list. The names of these homes
were obtained by: a) making phone calls to the Supervisory Care facilities on the licensing list
that were not included on the ComCare list, and inquiring whether they had ComCare
members/residents: b) through discovery during the course of the audit or; ¢) through subsequent
communications with DBHS staff. These additional facilities were then reviewed. A total of 43
supervisory care homes and five (5) unlicensed board and care homes were reviewed in this
audit.

C. Difficulties With Validating the Census Within Individual Facilities

There were two problems that should be mentioned in this report that occurred
throughout the course of the audit. The first was trying to determine the actual number of class
members within each of the facilities reviewed. During the scheduling process that occurred
prior to each of the audit teams’ visits, the list of facilities/members from ComCare was utilized.
Contact was made with case managers prior to the teams visit in order to make them aware of
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the review and to obtain the ISP/EISP of the particular members the teams were hoping to
interview. A substantial amount of inaccuracies were found within this list, Often ComCare
members identified for an interview no longer resided at the facility (sometimes for several
months). Additionally, ComCare class members were found residing in facilities who were not
on the list provided to this office by ComCare/ADHS.

The second problem was that auditors encountered some Supervisory Care
Home managers who reported having residents within their facility who had a serious mental
illness, who had applied for ComCare services and who had been denied. It has been assumed for
purposes of this review a person is a class members in drnold if they are seriously mentally ill
and a member of ComCare. This issue will need further exploration at a future date.

Each of the audit teams. in most of the facilities visited, requested that the
manager provide a list of all of the ComCare members that resided within their faciliev. This list
also often differed from the list provided by ComCare/ADHS. This information will be shared
with the appropriate ADHS and ComCare personnel.

II. PRIORITY HOMES

Each of the audit teams determined a final rating for each of the facilities reviewed by
answering (and justifying) a series of questions that were answered with either a plus one (<! - indicating
a positive finding), a zero (0 - indicating a less than positive finding, but one that indicates partial
satisfaction) or a negative one (-1 - indicating a finding of non-compliance). There were a total of 24
questions. Each facility, therefore, had the ability to achieve a score that ranged anvwhere from a
positive (+)24 to a negative (-)24. Attachment A is the list of licensed Supervisory Care Homes
determined by the audit team as the facilities that need to be prioritized by ADHS and ComCare in
satisfying paragraph 15 of the Stipulation. Accompanying each named facility is the score for that
facility and the number of ComCare members (known class members)that this office believes to be in
residence.
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